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TYMPANIC MASSAGE: A NEW METHOD BY MEANS OF 
METALLIC MERCURY.* 


BY JOSEPH C. BECK, M.D., CHICAGO. 


I have not prepared a formal paper on this subject, but am simply 
going to tell you, briefly, what I have done and demonstrate to you 
the method, as well as relate the experience I have had with this 
plan of treatment. While it is new, so far as I am able to gather 
from the literature of otology, it is not absolutely original in other 


departments of medicine, particularly in the department of Internal 
Medicine. 


It was in the year 1901, that I read an article by Dr. A. Foges 
(Gersuny’s Clinic), onthe use of metallic mercury in the treatment 
of adhesive processes of the rectum and posterior surface of the 
uterus. While reading this article it flashed upon my mind that we 
had similar adhesive processes in the ear. At first I looked upon 
it very lightly, but studied the matter somewhat, and came to the 
conclusion that I could use mercury in the ear as a means of mas- 
sage as Lucae recommends the use of a probe on the ossicles on the 
short process, and use the same amount of pressure on this process 
without producing any pain, or at least, without producing any more 
pain than would be caused by the use of paraffin. I therefore went 
to work and constructed an apparatus for experimental purposes. 
This apparatus consists of a test tube drawn out to a point like this 
(Fig. 1.) It was simply filled with mercury for experimentation. 
After conducting a series of experiments I came,to the conclusion 
that the use of two ounces of mercury was equal to the usual pres- 
" * Read before the Chicago Laryngological and Otological Society, November 7, 1905. 
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sure that is exerted by the Lucae probe. The apparatus I experi- 


mented with is the same as the one I use now, as I have not been 
able to improve upon it in any way. 
You are all familiar with the various methods of massage, and 
I will not go into that phase of the subject. I simply want to say 
that my experiments date from a little over a year and a half ago, 
and at the Western Section of the American Ophthalmological, 
Otological and Laryngological Society, the meeting having been 
held in St. Louis, I presented a brief report of this method and 
asked several of the gentlemen who were present to use this method 
and give me their results... I have received reports of the results 
from most of those gentlemen, and théy are about the same as I 
have been able to obtain myself. 
The cases I have taken for the use of these experiments were not 
selected cases from a pathological point of view. I did not question 
whether the cases were instances of oto-sclerosis or a catarrhal pro- 


Fig. 1. 


cess ; I simply took cases of chronic ear trouble whic know and 
classify as chronic non-suppurative troubles, with all the cardinal 
symptoms being present, such as deafness and tinnitus aurium. I 


kept records and complete histories of the cases, and treated them _ 


for the relief of the two conditions with and without the usual treat- 
ments that are otherwise used in connection with these cases; I 
mean those measures such as inflation by catheter, local applications 
to the naso-pharynx, etc. I took particularly the cases that I treated 
by these methods and that had resisted such treatment; for I had 
had comparatively no results, being annoyed, as we all are, with 
those cases in which there is tinnitus aurium. I am glad to inform 
you that by means of metallic mercury we can relieve the tinnitus 
aurium, and my statements are backed up by other gentlemen who 
have been using this method. I combine with the use of massage, 
two other factors which are very important, and especially in the 
treatment of ear troubles of this kind, namely, heat and the use of 


1 In the discussion at the Western Section, Drs. Barnhill, Ballenger and Goldstein expressed 
themselves as very favorably impressed and glad to try it in their practices. 
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metallic mercury. The mercury comes in contact with the tympanic 
membrane in a nascent form, which is liberated by heating. I show 
you the tube which I have been using for some time, where you will 
find a gray deposit of the mercury on the inner side of the tube. 
In the cases I have treated, this grayish deposit has been found on 
the tympanic membrane and in the canal. You are all familiar with 
the action of mercury. Inasmuch as it acts as a resorbing agent 
on adhesive processes in other parts of the body, it should do so 
in these cases, so far as we can reach it. I cannot prove any of my 
results histologically or pathologically, as I have not had occasion 
to do that. The use of heat is well-known, and this is the best 
way I know to introduce heat into the canal in any of these cases. 
In cases of acute trouble of the ear, in cases of ceruminal deposits, 
you can introduce heat and retain it for some time. 


The technique of this treatment is this: You heat the mercury 
over an alcohol flame for a time, so as to reach a temperature of 
180° F. This takes about half a minute, as 1 have proven by the 
clinical thermometer. It is then allowed to cool off sufficiently, 
after which you introduce this tube into the external auditory canal. 
By experience you will learn to know exactly how long to heat the 
murcury. The heat is retained sufficiently long to give a treatment 
in one ear. The patient’s head is inclined towards the side (illus- 
trating) that you are going to treat, and you tightly fit the tube into 
the patient’s ear, so that it closes like an otoscope, and then with 
this motion (illustrating) you strike the drum. If you introduce 
the tube in this manner and simply move the head from side to side, 
the canal will not be entirely filled with mercury. -You obstruct the 
canal ; therefore, you should grasp the auricle in the manner I show 
you and draw it tight over the tube, so that it spreads the canal, 
and then with this motion you strike the tympanic membrane. If 
you try the experiment on yourself you can see with what force you 
strike the tympanic membrane. I have carried on these experi- 
ments at various times, in order to see what effect it would have on 
the condition. I usually make about fifteen motions to and fro of 
the head at each sitting; then, reheating the tube to the tempera- 
ture mentioned, it is introduced into the opposite ear, and motions 
are made in the same manner. 


A thorough examination of the tympanic membrane must be 


made before treatment is instituted, so far as perforations, ceruminal 
plugs, and long hairs are concerned. After the treatment, patients 


are somewhat sensitive as to the retention of some of the mercury, 
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but by shaking the head slightly a little of the mercury will drop out. 
If some of it should remain in the ear, there will be no harm done. 

I have treated 261 cases by this method, and it is unnecessary for 
me to report them because they were ordinary cases, with which 
you are all familiar. I will simply say, however, that of this number 
I have not had one bad or unpleasant effect ; that is, where a patient 
could not stand the treatment, or had severe pain, dizziness, or any 
bad after-effect following it. Universally the patients have de- 
clared that the noises in their ears have either disappeared or that 
they are very much improved. Of the cases that resisted this treat- 
ment, I will simply say that I was able to find some general condition 
more than the local ear trouble which was responsible for the tin- 
nitus aurium, such as gastro-intestinal or cardio-vascular disturb- 
ances. Those cases resisted this treatment; but where the con- 
dition was principally confined to the ear, the results were fairly 
successful. 

I made experiments on dry ears with perforation, carried on the 
treatment, and found that retention of the mercury in the canal was 
followed by disagreeable symptoms, such as dizziness, until the 
mercury was dislodged. I recall one case in which fluid, introduced 
into the auditory canal, would easily flow into the pharynx, and my 
assistant succeeded in one case in passing a particle of mercury into 
the pharynx. 

One of the cases I wish to report was that of a physician, a spec- 
ialist, who was suffering from tinnitus aurium and had been for a 
long time. He gave me permission to report his case, and other 
cases he has been treating. In one case the tinnitus aurium entirely 
disappeared after this method of treatment; the rest of them are , 
markedly improved. Four other cases have been tredted so re- 
cently by this method that I cannot make a report as to the results. 

In my remarks, I may have skipped some points regarding the 
work I have done on ears with this method of treatment, but I shall 
be only too glad to answer any questions that may be asked. 


(For discussion of this paper see page 971.) 


92 State St. 


: 


MALIGNANT DISEASE IN THE NOSE, WITH REPORT OF 
CASES.* 


By CHARLES L, MINOR, M.D., SPRINGFIELD, OHIO. 


In the study of the literature in reference to cases of malignancy 
in the nose I was impressed not with the rareness of cases, espec- 
ially sarcoma, but with the very imperfect reports of such cases. 
There was lacking such points as, hereditary history, previous his- 
tory of patient, status of patient, age, sex, side of nose affected, 
appearance of the adjacent nasal structures, the progress of the case 
after operation or treatment, temperature, any nasal discharge; and 
above all a complete microscopical report not merely mentioning 
the fact that the case is one of malignancy but giving the patho- 
logist’s reasons for so thinking, and a post-mortem report in full 
where one has been made. In the review of all the cases reported 
to which I had access to the literature, comprising about seventy- 
five cases, I did not find a complete necropsy report. 

In view of these facts I report by cases in detail, possibly insert- 
ing some points that have no bearing on the case yet which may be 
of value to others investigating similar cases. 

Case I.—Mrs. G. D. age 28, corisulted me July 27th, 1903, on ac- 
count of constant headaches, difficulty in breathing and some dis- 
charge from the nose. After examination I diagnosed the case as 
one of polypi in the left nostril with a deviation of the septum to that 
side and some adhesions between the septum and inferior turbinated 
bone. I removed the polypi and the adhesions on September 1oth 
(same year). She was very much relieved until December when 
she noticed that the opposite side of her nose was becoming stenosed 
just as the right had been. Upon examination I found that side 
almost completely blocked with growths resembling polypi, but it 
was impossible to get any definite idea from: which area they sprung. 
I removed as much of the growth with snare, curette and scissors 
as was possible, under cocaine anaesthesia, and put her on increas- 
ing doses of potassium iodide (until she was taking seventy-five 
grains) and also a quarter grain of the protiodide of mercury three 
times a day. She was relieved for a week or two but the symptoms 
gradually returned until she was worse than she had ever been. 


* Read before the Tenth Annual Meeting of the American Academy of Ophthalmology 
and Oto-Laryngology, held at Buffalo, September 14, 15 and 16, 1905. 
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February 13th, 1904, I curetted the whole interior of the right 
nose very thoroughly under chloroform anaesthesia. The bleeding 
was profuse. The relief was almost instantaneous. The patient 
recovered promptly and was sent home in a week. About two weeks 
later the left side of the nose began to fill up again, and on March 
12th, I curetted the same under general anaesthesia. After this she 
had no further return of the growth up to the time that.she went to 
Colorado Springs. She went to the Springs on my advice based 
upon the pathological report, after satisfying myself that it was not 
syphilitic as she did not respond to specific treatment. I had the 
curettings examined by Dr. F. P. Anzinger, the pathologist to the 
City Hospital, who believed them to be of a carcinomatous nature. 


The growth in the nose was dull grey in color, glistening in spots, 
soft, a probe being readily passed into it, and bleeding freely when 
so disturbed. It apparently sprung from the middle turbinal in the 
beginning and gradually spread to the septum and adjacent parts 
until at the height of the trouble it completely filled the upper half 
of the nose. 


The following history was obtained: 


Family History: Mother’s father died at the age of seventy-two 
from gangrene of “the end of the spine.” Mother’s mother died at 
the age of sixty-two of Typhoid fever (?) Is said to have had 
cancer of the womb. Mother’s sister died of cancer of the womb 
at the age of fifty. Father living, in good health. Age sixty-nine. 
Had cancer removed from his neck at Dayton, Ohio, hospital. 
(Microscopic diagnosis.) Father’s sister died of cancer of the 
breast at the age of sixty-six. Father’s brother had cancer of the , 
lip removed. (Microscopic diagnosis). Still living and in good 
-health. Mother still living, age sixty-four ; in good health, but has 
a lump in her breast. Sister had scrofula in the neck, operated on 
when aged eighteen. Is now in good health, age thirty-two. Has 
one other sister and one brother in good health. 


Personal History: Patient has had measles, mumps, chicken-pox 
and whooping-cough when small. Malaria at the age of twelve. 
Has never been robust, yet she has never been very ill. Has always 
had some female trouble. Never has had any lung trouble. Patient 
is small of stature, poorly developed, fairly well nourished, florid 
type. Her family physician reports that she has no lung trouble of 
any sort, that while not strong, she is not ill. Her female trouble is 
confined to the uterus and vagina. 
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Pathological Reports: Dr. F. P. Anzinger, reports as follows: 
“Case D.—Feb. 16th, 1904. Curettings from the nose. Tissue is 
soft and polyp-like in character. It consists of a stroma of loose 
connective tissue with a rich supply of small blood vessels. In 
the stroma are seen localized areas of small cell infiltration, epi- 
thelioid cells, and a few giant cells. Localized areas of necrosis and 
beginning caseation are noted. Scattered throughout the tissue are 
many atypical gland spaces. The basement membrane is indistinct 
and broken. The lining cells are atypical as to size and arrange- 
ment of chromatin. The surface of the tissue is covered by modified 
thickened pavement epithelium, which in some places dips deeply 
into the stroma and in others displays islands of epithelial pearls. 
The surface in a few places is made up of necrotic tissue. Sections 
stained for tubercle bacilli are negative. The granulomatous parts 
of the tissue resemble that commonly found in syphilitic or tubercu- 
lous processes. The epithelial proliferation is distinctly cancerous 
in appearance. Diagnosis—Myxomatous granuloma with super- 
ficial carcinomatous proliferation. (Probably not very malignant.). 


Dr. S. E. Allen reports as follows: “Looked at the slide of cur- 
ettings of Mrs. D. and also had Dr. Wolfstein look at it. We think 
the growth probably Adenoma which has undergone some carcino- 
matous change, hence an Adeno-carcinoma.” 


Dr. A. S. Warthin gives the following report: “The section rep- 
resents a polypoid granuloma with carcinomatous proliferation of 
the surface epithelium and might be either tuberculous or syphilitic, 
but there is no positive evidence of either process. There are epi- 
thelial areas with characteristic giant cells and also some caseation . 
and fibrious exudate so that the picture resembles both tuberculosis 
and syphilis. The ultimate diagnosis would have to depend upon 
the bacteriological examination, that is the section should be stained 
for the tubercle bacilli. The granuloma is the primary condition 
and the carcinomatous proliferation is the secondary, the whole 
picture closely suggesting a lupus-carcinoma so-called.” 

Judging from the doses of the iodides and mercury that I gave 
the patient, the granuloma was not syphilitic, I sent her to Colorado 
principally to have her away from her friends and social functions, 
and to have her live out of doors and take an abundance of exercise. 
After she had been there about a year I asked Dr. Levy, of Denver, 
to examine her nose which he kindly’ consented to do. He reports 
as follows: “Mrs. G. D. presented herself a few days ago and after 
a careful examination of her nose under cocaine and adrenalin, I 
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found no evidence of a return of the growth. Upon the right side I 
found moderate adhesions between the septum and the middle tur- 
binal in its middle and between the septum and inferior turbinal 
anteriorly. Also a small adhesion in the roof of the nose far in- 
teriorly. Upon the left side the septum is still deflected of course, 
and an erosion of moderate size exists on the anterior portion. Her 
weight is 108 lbs., temperature normal, pulse 100, (probably due to 
the excitement of the examination). Her general appearance is 
good, although she does not impress one as being robust.” 


August 3d, the last time that I saw the patient, she was in the 
same condition as reported by Dr. Levy with the exception that 
she had no evidence of the erosion on the septum which apparently 


disappeared under the use of the ointment prescribed by Dr. Levy 
some time ago. 


Case If.—Mrs. W. W., age 22; was referred to me by the family 
physician who diagnosed nasal polypi which he thought should be 


removed. She consulted him on account of catarrh. 


Family History: Grandparents on both sides have been dead a 
number of years, but she does not know the cause of death of any 
except her father’s mother who died of cancer of the breast. She 
does not know at what age. Father died aged sixty-eight, from 
Bright’s disease. Mother living, in fairly good health. She has 
had one attack of Apoplexy. Two brothers living, in good health; 
aged thirty-six and thirty-eight. Two sisters living and in fair 
health. Both have had abdominal sections for female trouble but 
she does not know the exact nature. Patient has never been ill save 
with the ordinary diseases of childhood, measles, chicken-pox and 
whooping cough. 

She consulted me on September 19th, 1003, giving the following 
history of nasal trouble. Never had any nasal symptoms until 
March of this year when she had an attack of la grippe, which left 
her with a nasal discharge and occasional stenosis of both sides. 

Status praesens: Both nares completely filled with polypi. Some 
discharge coming from above in both nares. Post rhinoscopic ex- 
amination shows polypi hanging in post nasal space. 

Diagnosis: Polypi narium with empyema of the ethmoid and 
probably of the sphenoid cells. 

September 21st, I removed polypi from both nares with cold wire 
snare very thoroughly undér cocaine anaesthesia and adrenalin. 


Very little hemorrhage, Patient had complete relief until the fol- 
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lowing March when her nose began to be occluded again. The 
discharge in the nose did not diminish and patient was compelled 
to use the nasal douche each day. 


July 26th, I again removed polypi from both nares with the cold 
wire snare. As before the patient had almost instant relief. She 
was comfortable for about four months when it was again necessary 
to remove the growths. After the removal with snare, curette and 
scissors under cocaine anaesthesia, the specimens were given to Dr. 
Anzinger for microscopical report. Patient was relieved this time 
for only about four weeks, when all the old symptoms returned with 
the added one of pressure headache. On examination, I found both 
sides of the nose filled with dull grayish colored growths, no differ- 
ent in appearance from the former growths, but owing to the report 
of the pathologist the patient was sent to the hospital, was given a 
general anaesthetic and the whole of the middle turbinates and the 
areas around were removed with scissors and curette. Hemorrhage 
at the time of the operation was very profuse, but not so at any other 
time. Since this operation on April 12th, the patient has been very 
comfortable, and has had no return of the growth, but the discharge 
from the sinuses is as profuse as ever although at the time of the 
operation all the cells were as thoroughly curetted as was possible 
with the hemorrhage present. I do not report this case as per- 
manently relieved, but merely add it to the report of the other three 


cases, and expect to report later if there should be a return of the 
cancerous growth. 


Pathological Report: “The curettings from the nose consists of 
two small fragments of tissue resembling polypoid growth but 
more “fleshy” in consistency and color. Microscopical—the stroma 
is distinctly myxomatous in character with small round cells 
scattered throughout. The round cells are larger and contain 
more protoplasm than the cells usually associated with inflam- 
matory processes. The blood vessels are small and few in 
number, scattered in groups. Throughout the stroma are num- 
erous gland spaces varying in character. A few are large and 
cystic, and lined with low columnar pavement epithelium. The 
majority are medium sized, and lined with ciliated columnar epi- 
thelium. The gland spaces are irregular in shape, basement mem- 
brane destroyed and the cells atypical in character. The last gives 
the appearances often termed adenoma-carcinomatosum. They rep- 
resent the transition from simple adenomatous, to the true carcino- 


matous proliferation. The surface of the growth is largely covered 
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with ciliated columnar epithelium which in part is eroded and re- 
placed by necrotic tissue. In places the surface is coveréd with 
simple pavement epithelium, the cells of which are in part atypical 
and disorganized. The fragment of tissue shows beginning 
necrosis in which remnants of atypical epithelial cells may be dis- 
tinguished. The last is unquestionably malignant. 


Diagnosis: Polypoid granulations with adeno-carcinoma. (Prob- 


ably not very malignant.) 


Case III: Mrs. G., age fifty, was referred to me in consultation, 
May 7th, 1905. She complains of violent frontal headaches and 
inability to breathe through her nose. 


Family History: -Father’s mother and father died when very 
old. Does not know the cause of death or the exact age. Mother’s 
father died, when young, from an accident. Mother’s mother liy- 
ing, age, ninety-eight. Father living, age seventy. Has always been 
in good health until the last few years, when his health failed on ac- 
count of hard work. (Blacksmith.) Mother living, age sixty- 
eight ; in excellent health. Three brothers living, all in good health. 
Six sisters living, all in good health. One sister died in infancy. 


Personal History: The only illness that she has had is malaria. 
(One attack.) Has had tonsillitis and quinsy nine different times. 


The Present Trouble began about the middle of September, 1904, 
when, after blowing her nose violently, she had a severe hemorrhage 
from the back part of the throat which lasted about an hour. One 
month later her “head broke” giving rise to a very foul discharge 
from the upper throat which has kept up ever since, but with treat- 
ment the offensive smell has been lessened. 


January, 1905, she began to have periodic pains in the head. On 
the morning of February 16th, she awoke with a violent pain in her 
head which has continued uninterruptedly ever since, being so 
severe, that she has not only been unable to do any housework, but 
even to liedown. March 15th the left eye began to turn in and the 
sight to fail. She was able however, to focus the eyes with effort 
until the middle of April, when she had continuous double vision. 


Status praesens: Patient has the appearance of acute suffering. 
Head drawn to left side. Height 5 ft., weight 158. Has lost 20 
Ibs. in the last six,months. Temperature 98; pulse 140. Has com- 
plete paralysis of the sixth nerve on the left side. Mild optic neu- 
ritis of both eyes. Right vision equals 20/40. 
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There is no swelling or evidence of nasal trouble externally. Left 
nose is filled with an enormous enlargement of the middle turbinal 
with usual color of intranasal hypertrophies. Inferior turbinal 
slightly enlarged. Can not reduce the swelling by the use of Ad- 
renalin Chlorid 1-1000. Very sensitive to touch of probe, but does 
not bleed. Swelling is hard, giving the same feel when probed as 
that of the cartilaginous septum. She has a free discharge from the 
nose but it is not offensive. The right nose has some enlargement 
of both the inferior and middle turbinates. Transillumination of 


the Antrum of Highmore and the frontal sinus negative on both 
sides, 


Diagnosis: Uypertrophy of the middle turbinate, left side, with 
empyema of the ethmoid and probably of the sphenoid cells. 


Patient was advised and consented to have the nose operated on. 
When I attempted to remove the middle turbinate with scissors 
under cocaine anaesthesia the pain was so severe that the operation 
had to be discontinued. Hemorrhage was no greater than for any 
ordinary nasal operation. Patient was given tonics and the nose 
was thoroughly cleansed several times a day until May 16th, when 
she was placed under general anaesthesia, and the nose thoroughly 
cleaned out with scissors and curette. The hemorrhage at this time 
was terrific, but was soon under control after the use of ice to the 
bridge of the nose and the nape of the neck. 


Patient made an uneventful recovery from the operation except 
that a few days afterward she began to vomit about twice a day, 
independent of her meals, and has continued to do so until the 
present time. 


June 11th, the patient wished to be removed to her home in the 
country and was allowed to go. Her condition when she left the 
hospital was as follows: Suffering constant, and severe pain across 
the bridge of the nose, and in frontal region, for which morphia 
grain 1/4 is given p.r.n. Swelling in the nose perceptably increas- 
ing, but no external evidence of the same. Eye symptoms are un- 
changed, except the vision is less in both eyes. Right vision is 
20/100 and the left is 20/200. Has marked optic neuritis in both 
eyes. Patient’s son reports weekly concerning his mother and says 
that she is failing rapidly. 


I neglected to state that I had her physician examine her carefully 
for any evidence of tumor or symptoms of cancer in other parts of 
the body, but he reported negatively. - 
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The Pathological Report of Dr. Anzinger is as follows: Mrs. 
G., May 19, 1905. Curettings from the inferior turbinated region. 
Microscopically, the general anatomical landmarks are wanting. 
One sinall fragment consists mainly of a delicate framework of con- 
nective tissue surrounding many closely arranged gland spaces 
The gland spaces are irregular in shape and size, the basement mem- 
brane in general being intact, but in some instances distinctly 
broken, with atypical lining cells. The surface of the growth is 
largely covered with normal ciliated columnar epithelium, but in a 
few areas this is distinctly atypical, suggesting beginning malig- 
nancy. The remaining fragments of tissue consist of a stroma 
myxomatous in character, and with a rich supply of large spindle 
cells. Throughout this stroma are irregular islands and columns of 
cells closely arranged, simulating epithelioma. On closer analysis 
these cells have large irregular nuclei with scant protoplasm. A 
few cells are multi-nuclear. The blood vessels and spaces are em- 
bryonic and largely made up of these same cells. In a few areas 
the cells are arranged in whorls and strands, giving the appearances 
of spindle cell sarcoma. The tissue containing these cell groups 
is free from gland spaces and pavement epithelium, it probably rep- 
resents curettings from the deeper strata of the turbinated body. 

Diagnosis: Sarcoma (spindle cell?) of the turbinated bone with 
adenoma carcinomatosum of the mucus glands and superficial car- 
cinomatous proliferation of the surface epithelium. 


Case IV. T.C.D., painter, age sixty-four referred to me in con- 
sultation ; the diagnosis of sarcoma of the septum having been made. 

Family History: Grandparents on both sides died after eighty 
years, but does not know the cause of death or duration of illness. . 
Father died at age of seventy-three of “Paralysis of the brain.” 
Mother died at age of seventy-three of the same cause. Two 
brothers living in good health, ages seventy-two and fifty-seven. 
Two sisters; one living; in good health; age fifty-six. One died 
at the age of fifty-five from Typhoid. No near relatives, uncles, 
aunts and cousins included, have ever head tuberculosis, cancer or 
apoplexy. 

Personal History: Patient has had all the ordinary diseases of 
childhood. Had malaria four or five times between the ages of 
twenty and forty. Has been a painter for the last thirty years, but 
for the last fourteen has worked in a shop, polishing filler from road 
rollers, which is a very dusty occupation, the workman being en- 
veloped in a cloud of dust all day long. For the last five years 
patient has had catarrh as evidenced by frequent “cold in the head.” 
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Present Trouble: Thanksgiving Day, 1904, his head began to 
ache and has continued to ache ever since. The nose was stopped 
up on the right side. In February, 1905, he noticed a lump on the 
right side of the nose externally, on a line with the lower orbital 
margin, not painful. From February 15th, to March 13th, right 
cheek was swollen and right eye was almost swollen shut, and with 
a profuse discharge from the eyelids. He consulted a physician 
who diagnosed polypi narium and abscessyof antrum of Highmore. 
On attempting to remove the polypi with cold wire snare the doctor 
was compelled to discontinue his operation on account of the pro- 
fuse hemorrhage. The small piece taken out was given to the - 
pathologist for microscopical examination, and poultices were ap- 
plied to the cheek. After four days the antrum was opened through 
the canine fossa with a scalpel. The opening has discharged some 
pus ever since. The nose has remained about the same as far as 


the patient is able to judge. 


Status praesens: Right nose is filled with a dull greyish colored 
cauliflower-like mass, which bleeds freely when touched. Has per- 
foration of septum in its anterior at the junction of the osseus and 
cartilaginous portion with edges heaped up, soft, and bleeding freely 
when disturbed. The left nose ‘is free except around the edges of 
the perforation. Has an opening into the antrum in the canine 


fossa from which pus oozes and through which a probe passes freely 
in all directions. 


There is no external swelling of the nose and no tenderness on 
pressure. Transillumination shows the right antrum dark and the 
frontal sinus dark on both sides. The right eye is congested and 
oedematous. Complains of slight frontal headache, inability to 
’ breathe through the right side of his nose and frequent bleeding of 
nose from slightest provocation, but never very alarming. 


A small piece of the growth was removed for microscopical ex- 
amination, and the patient was sent to the hospital. He was given 
potassium iodide and protiodide of mercury for several days with- 
out any result. The growth in the nose gradually increased in size 
until May 29th, when patient was given a general anaesthetic with 
the idea of doing a radical operation, but after curetting away the 
whole interior of the nose and finding the accessory cavities in- 
volved, the operation was discontinued. Hemorrhage was profuse 
but readily controlled by use of post-nasal packing applied before 
the operation was started and by anterior packing applied at the 
completion of it. 
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Patient recovered promptly from the operation, and was sent 
home ten days afterwards (June 7th), in a very comfortable con- 
dition. He returned every second day for inspection. He was 
seen last by me on June 12th when he said that he felt good except 
for a slight headache. Remarked that his appetite was better than 
it had been for some time, and that his bowels were regular. On 
June 13th he went to the hospital in the morning and after dinner 
came up town from his home a distance of about three squares, to 
see a parade. He returned home about five p. m. tired, but after 
a hearty supper felt rested. After supper on the way to toilet he 
had a violent hemorrhage from the bowels. At 11 p. m. he had an- 
other, but soon retired and was asleep. The patient was found dead 
the next morning at 4 a. m., sitting on the vessel. There was about 
a quart of blood in the vessel. The patient had evidently died from 
exhaustion due to intestinal hemorrhage. 


_ The Post-Mortem Findings as given me by Dr. F. P. Anzinger 
are here reported in full: 


“Autopsy on T. C. D., June 14th, 1905, at 3:30 p. m. Body of 
slender build, moderately emaciated, rigor mortis throughout. 
Body has been embalmed. The subject has an old ankylosed de- 
formity of spine which makes the left shoulder girdle more promi- 
nent. The right malar region is slightly more prominent than the 
left, and a slight transverse incision is noted below the inner canthus 
of the right eye. The abdomen is moderately distended. The sub- 
ject has a heavy dark grizzled moustache. The hair on the scalp is 
scant, and with a bald forehead. No visible scars or deformities 
on the body. The scalp is thin and easily removed. The skull cap 
is likewise thin and shows no anomilies. The brain is hardened by . 
the undertaker’s fluid, but otherwise negative. The vessels of the 
cerebrum, especially the circle of Willis, are very thin and almost 
transparent. The base of the skull shows no pathological changes. 
With a blunt curette the cribriform plate is broken through expos- 
ing the nasal sinuses which are filled with an offensive grumous 
material which in all probability is new growth. The probe is easily 
passed into the various sinuses, into the right antrum of Highmore, 
also into the right orbital cavity. From the antrum the probe is 
passed forward through the outer wall of the superior maxilla push- 
ing the skin before it. The posterior part of the septum is entirely 
necrosed. 


An incision is made from the sternal notch to the pubes. The 
skin is thin and the panniculus scant, consisting of golden yellow 
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fat. On opening the abdomen the distended colon presents itself, 
and is deeply injected. Explorations of the loops of the small 
intestine shows the same injection of the walls, especially scattered 
along the ileum, The appendix is normal. The caecum and colon 
are filled with a few jelly blood clots and blood stained slimy mucus. 
The intestines are opened throughout, and carefully explored. In 
the lower part of the ileum is felt an indurated mass involving the 
intestinal wall, the lumen corresponding to this region contains a 
firm jelly clot. On closer examination the induration is found to be 
circular about the size of a half dollar. The mucosa is smooth and 
shiny, the muscularis is displaced by a vascular and homogenous 
tissue, which is either new growth or an infectious granuloma. The 
mucosa at this point is displaced by a rough granular surface, the 
same containing a few pin-head size’ blood vessel openings. The 
caecum and nearly the whole length of the colon has the mucosa 
markedly injected and in places slightly eroded. The stomach is 
moderately injected. The pyloric opening is quite narrow (arti- 
fact), but otherwise negative. The undertakers fluid makes the 
examination of the tissues difficult. 

The liver is very much enlarged. The lower third of the right 
lobe is furrowed by the pressure of the lower ribs. The liver sur- 
face is roughened but not nodular. No new growths are seen on 
section. The gross appearance is altered by undertaker’s fluid. 

The gall bladder is much elongated and sausage shaped, being 
8 cms. in length and 3 cms. in diameter. It is filled compactly with 
gall stones. On opening the gall bladder the walls appear slightly 
thickened, and the mucosa in many placed eroded. The gall stones, 
numbering 170, are practically uniform in size, polyhedral in shape, 

‘dark greenish-brown in color, and of the consistency of chalk. 
The cystic and common ducts are patent and show no pathological 
changes. 

The spleen is about twice the normal size, flattened and rounded 
in contour and contains two shallow notches. Its structure is 
altered by undertaker’s fluid. 

The pancreas is slightly enlarged, especially the head end, and 


many of the lobules are atrophied and replaced by golden yellow 
fat. 


The kidneys are both normal in size, with uneven surfaces. On 
section, the cortex and medulla appear atrophied and the pyramids 
are surrounded by fat tissue. The fibrous capsule is moderately ad- 
herent. The fatty capsule is very thick and made up of golden 
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yellow fat. The adrenals are represented by ribbon-like, pale, choc- 
olate-brown bodies embedded in golden yellow fat. On section, 
the right adrenal contains an area of pale yellow and white mottling 
which may be new growth. 

The mesentery contains a moderate amount of golden yellow fat, 
embedded in which are found enlarged lymph nodes. The nodes on 
section appear honeycombed, probably due to infiltration of new 
growth. The retroperitoneal nodes show similar changes. 

The abdominal aorta appears normal but was not opened. 

The urinary bladder appears normal externally. 


Chest: The costal cartilages are ossified throughout. The 
mediastinal fat is abundant. Both lungs are air containing, and 
show moderate anthracosis. The right lung is firmly adherent 
throughout, due to an old adhesive pleuritis. The left lung is 
slightly adherent posteriorly, but is otherwise negative. 

The heart is moderately enlarged and contains a heavy deposit of 
golden yellow fat. It was not opened by request. 

Microscopical Findings: Curettings from the right nares con- 
sist of new growth. The tissue is made up of polymorphous cells, 
irregular in size, the nuclei atypical and hyperchromatic, and the 
connective tissue scant. Giant cells are very few in number. The 
blood spaces are very abundant and made up of tumor cells. The 
specimen represents a polymorphous cell sarcoma. 

The indurated wall in the ileum consists almost entirely of new 
growth, closely resembling the primary growth in the nose. A few 
remnants of the muscularis are made out and the mucosa is entirely 
displaced by tumor cells which are necrotic. The blood vessels are 
very numerous being entirely made up of tumor cells, many of 
which lead up and open into the lumen of the intestine. (This ex- 
' plains the cause of the hemorrhage.) The remainder of the intes- 
tinal tract shows catarrhal enteritis with small cell infiltration in the 
submucosa atrophy of the mucosal glands. 

The cardia of the stomach shows marked fibrillar degeneration of 
the muscularis and a few areas not unlike sarcoma, are seen in the 
intermuscular stroma. 

The mucosa shows moderate chronic hypertrophic gastritis. 


The sphincter of the pyloris: The muscularis shows changes 
similar to those found in the cardia. In the cellular tissue between 
the two layers of muscle is found a small vessel the walls of which 
are made up of sarcoma cells resembling the primary growth. The 
mucosa appears normal. f 
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The spleen: The capsula is thickened. Large bands of trabe- 
culi are noted but in general the stroma is not increased. The fol- 
licles are atrophied. A few diffuse small areas of secondary sar- 
coma are seen. The spleen shows chronic congestion. 

The pancreas: The parenchyma shows beginning necrosis. 
(Postmortem change?) Areas of Langerhans are closely arranged, 
a few undersized and a few hypertrophic. The parenchyma is 
largely atrophic and displaced by adipose tissue. 

The liver: The lobular arrangement is very indistinct. The 
liver cells in some areas show granular and fatty degeneration. 
Fatty infiltration is only slight. The liver cells are largely atrophic 
but a few areas show compensating hypertrophy. Glisson’s cap- 
sule is moderately increased. Scattered throughout the liver stroma 
are found islands of sarcoma cells which stain deeply and contrast 
strongly with the surrounding tissue. 

The gall bladder: The wall is moderately thickened, the muscu- 
laris is largely displaced by loose edematous connective tissue. The 
connective tissue stroma composing the submucosa appears embry- 
onic in character. The mucosa is largely displaced by a smooth 
modified connective tissue containing a few remnants of gland 
tubes. 

The lungs: Show marked emphysema, moderate anthracosis 
and chronic adhesive pleuritis. No new growth found. 

The kidneys: The capsule is thickened. The stroma is diffusely 
increased strongly resembling beginning sarcoma. These appear- 
ances are however unlike the primary and are not to be considered 
as secondary new growth. The parenchyma shows early cloudy 
swelling, many obliterated glomeruli and a few cysts. 

The mesenteric glands: The tissue consists almost entirely of 
sarcoma surrounded by a capsule of adipose tissue. These appear- 
ances represent secondary: infiltration. 

The adrenals: The mottled area spoken of above proves to be an 
adenomatous change in the parenchyma. The parenchyma is 
atrophic in areas. The stroma is increased and has changes em- 
bryonic in character and not unlike beginning sarcoma. No sec- 
ondary sarcomatous areas found. The adrenals show marked con- 
gestion of pigmentation. 

The question of malignancy in any part of the anatomy always 
brings up the discussion of the etiology. Whether to accept Con- 
heim’s theory or the parasitic one or to evolve some new theory 
entirely, is one of individual choice. We can, however, agree upon 
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one point, and that is that we are not all a unit on any one theory. 
Outside of the theoretical side of the question the disputed point of 
how much a factor is irritation in the cause of malignancy, espec- 
ially in the nose, is a much discussed one. The first two cases in 
my report show distinctly the transition stage between a benign and 
a malignant growth. Was this change brought about by trauma 
or by irritation produced by repeated operations is difficult to decide. 
I believe, although I can not prove it, the operations did cause the 
change. Watson accounts for the change by believing that since 
tissues of.the same type may change from one to the other (Meta- 
plasia), that we can have, arguing from the same basis, changes 
from a benign to a malignant growth. Since we know that myxo- 
matous tissue is the lowest grade of connective tissue, and does 
undergo many and varied changes, why is it not reasonable to 
suppose that it may change from benign to malignant. Olney in a 
mest excellent article on “Chronic irritation in the etiology of car- 
cinoma” concludes that “Chronic irritation, mechanical or chemical, 
produces a cellular proliferation sometimes giving rise to a papil- 
loma or adenoma, and sometimes, when the resistance of the oppos- 
ing tissues is slighter or the irritation longer continued, to a typical 
carcinoma.” All are agreed I believe, that we do have areas of 
malignancy in benign growths. How much influence trauma or 
irritation has on producing malignancy can be better worked out 
from the study of those parts that are more exposed to trauma, and 
especially in which malignancy is much more common than it is in 
the nose, viz. os uteri, female breast, the lip, stomach and gall 
bladder. After it has been proven that trauma does or does not 
have any influence in those areas then we can more accurately judge 
of its influence in the nose where the condition is so comparatively 
rare. Johnston in his article believes that trauma does not have 
any influence for in the majority of the cases reviewed by him there 
was no history of injury, that is, of external injury. I take it, how- 
ever, that injury under discussion does not mean external violence, 
but rather the slight irritations that come to the mucous membrane 
either from operations, friction of poiypi or pressure from same, or 
the irritation produced by a chronic discharge. . The etiology seems 
after all to hinge upon a something called predisposition. 

I would be however, of the opinion that all cases of clinically 
diagnosed polypi which return very soon after radical removal 
should have a very thorough microscopical examination, irrespective 
of heredity, symptoms subjective or objective (especially epistaxis), 
which might point to malignancy. 
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In respect to the question of heredity we can not come to any 
definite conclusions. If there is a clear history of cancer in the 
family we accept it as the result of inherited predisposition ; but if 
there is no such history then we have no positive evidence to the 
contrary for the reason that the patient may not be informed as to 
the exact nature of the disease which caused the different members 
of his family to pass away, or perhaps the physician himself is not 
quite clear as to the cause of death, and if not permitted to make 
an autopsy he and the family are forever in the dark. For example, 
in the last case here reported, had the patient died from hemorrhage 
of the bowels before his nasal condition had been recognized and no 
autopsy had been allowed, the death certificate would have been 
signed “hemorrhage from the bowels” and his descendants would 
never have given a history of malignancy in their family. I take it 
that such a condition is not at all far-fetched, hence any negative 
history of malignancy is in no way conclusive evidence of its non- 
existence. 

In conclusion, permit me to say that I think one should report in 
full every case of malignancy in the nose that comes under observa- 
tion, so that in time we may have a wealth of material from which 
to draw conclusions instead oi the few reported cases we now have. 
About sixty authentic cases of carcinoma, and about one hundred 
and fifty of sarcoma have been reported. The great majority of 
these reports, however, are so meagre that it is impossible to arrive 
at any accurate conclusion. And, further, in all cases that have 
been reported cured, if there has been a return of the malignancy, 
the same should be reported in full, with such additional data as 
there may be, giving the date and place of reference of the iirst 
report. 


ADDENDUM. 


While the above report of cases was being read, the patient re- 
ported as Case III died on the morning of September 17th, from 
exhaustion due to inability to swallow for the last three weeks. 
The report of the autopsy conducted by F. P. Anzinger and J. C. 
Easton follows: 

Autopsy on Mrs. G., at 9.30 a. m., September 18th, 1905: Body 
of short build. Chest large and rounded. The skin well nourished, 
Panniculus large in amount but soft and flabby. The face appears 
slightly emaciated but is symmetrical. No swelling or induration 
noted. Hair moderate in amount and grizzled. Muscles small 
and soft. Rigor mortes throughout. Hypostasis in pendant parts. 


(Body has been embalmed. ) 
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Head: The scalp is negative. The skull cap is thick through- 
out. The dura is distended with fluid. The brain is removed en 
mass. On external inspection, it shows no evidence of new growth. 
The vessels composing the Circle of Willis are very thin and parch- 
ment like. The cranial nerves appear normal. The base of the 
skull, corresponding to the body of the sphenoid, is replaced by a 
soft, white, slightly nodular growth. This growth replaces com- 
pletely the Sella Tursica, the Basilar process, the Wings of the 
Sphenoid and farther forward the Hard Palate. All of this tissue 
is removed en mass, On section it is soft and in places gritty. The 
bory framework is entirely destroyed. The cut surface appears 
uniformly greyish-white, with very little evidence of organization. 
The frontal sinus is patent and free from pus and new growth. The 
ethmoidal cells and the right Antrum of Highmore are filled with 
an offensive purulent detritus. A probe is passed forward through 
the antrum and the tip may be felt anteriorly under the skin. The 
maxillary bone is disintegrated. The orbital cavities are intact, 


and on opening with a chisel the soft tissues appear practically 
normal. 


Thorax and Abdomen: Panniculus golden yellow, very soft and 
oily. Cartilages of ribs completely ossified. Intestines appear 
normal. Liver appears normal, and is free from visible secondary 
growths. The Pancreas is negative. The Spleen has a few whitish 
nodules on the surface, otherwise negative (new growth ?). 


The Kidneys and Adrenals show no gross pathological changes. 
The Stomach is of normal size and appearance. Uterus and its 
appendages show senile changes. The Heart is of normal size and 
appearance. The Lungs are free and air containing. No en- 
larged glands or secondary growths found in the thorax or ab- 
domen. (A description of the more subtle pathological changes in 
the viscera is impossible owing to changes induced by undertaker’s 
fluid). 

Microscopic examination of post mortem tissue: Growth in 
Sphenoid body. Typical picture of small spindle cell sarcoma. A 
few remnants of decalcified bone tissue are found. (This growth 
is probably primary.) 

Spleen: The capsule is thickened, the stroma shows congestion 
and atrophy of the follicles. A few small hyaline area are noted 
near the surface. No new growth. 


Liver: Moderate fatty degeneration and infiltration. Increased 
hematoidin pigment in the intralobular zone. 
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Kidneys : Atrophy of the stroma, slight cystic changes near the 
surface, beginning cloudy swelling and congestion. 
Adrenals: Normal. 


Pancreas: Moderate fatty infiltration between the lobules. 
Heart: The muscle shows moderate fatty degeneration. 
Uterus and Ovaries: Senile fibrosis. 


Brain and Cord: No pathological changes noted. 
Optic Nerves: Both show congestion and slight oedema. The 


right nerve within the orbital cavity shows slight infiltration of new 
- growth in the loose cellular tissue surrounding the sheath. 


Diagnosis: Small spindle cell sarcoma of the sphenoid bone. 


(Primary?) Sarcomatous infiltration of the Ethmoidal cells, the 
Antrum of Highmore and the Hard Palate. Microscopic infiltra- 


tion of new growth in the right optic nerve sheath. Slight atrophy, 
congestion and hyaline degeneration of the spleen. Moderate fatty 
degeneration and infiltration of the liver. Slight atrophy, cystic 
change and early cloudy swelling in the kidneys. Moderate fatty 
infiltration in the Pancreas. Slight fatty degeneration of the Heart 
muscle. Senile changes in the Uterus and its appendages. 
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Serous Meningitis of Nasal Origin.—J. HERzrFELD.—Ser/. 


During the operation for frontal sinusitis, the posterior wall was 
found wanting and the dura bulging into the sinus. Upon incision 
serous fluid escaped in large quantities. Two weeks later the 
patient was seized with convulsions and coma. An opening was 
made into the skull over the frontal lobe and the lateral ventricle 
opened, and more serous fluid escaped. The patient eventually re- 
covered. 
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TWO CASES OF RHINOSCLEROMA.* 


BY ERNST DANZIGER, M.D., NEW YORK. 


Case I. Mrs. E. N.; Jewess, thirty-seven years of age, without 
inherited or acquired taint, and without other interesting features in 
her history; born in Bukowina, Austria; hed a severe cold in her 
head, three years ago, and since then she has had slowly increasing 
obstruction to nasal respiration, especially on the left side. 


When she first arrived in this country two years ago, a physician 
removed a growth from the left side of the septum in its lower part. 
Eight months later the growth had recurred and was again removed 
and its base thoroughly curetted. This wound never healed, and 
three months ago she came under my care. 

There was then absolute occlusion of the left nostril and an ulcer 
extending from the septum for one-fourth of an inch on the upper 
lip. This ulcer was covered scantily with secretion and looked red- 
dish brown, covered with a number of whitish dots. Its base felt 
hard and infiltrated. The ala of the same side was indurated and 
of ivory hardness. The septum on the right side is also thickened 
and covered with dry scaly crusts which bleed freely when touched ; 
the right ala is infiltrated and hardened and the right nostril quite 
stenosed. A piece was removed from the ulcer of the left nostril 
for microscopical examination, for which I am indebted to Dr. S. 
Pollitzer, who found the typical picture of Rhinoscleroma and de- 
monstrated beautifully the colloid cells of Mikulitz. 


Enough of the growth was then remoyed to enable me to intro- 
duce a perforated splint (tube) which the patient has now worn for 
three months without annoyance and with complete relief of the 
obstruction to the nasal respiration. The disease extends back- 
ward only as far as the cartilaginous septum. 


About a week ago, I removed enough of the growth on the right 
side to introduce an “Asch” splint. I took particular care not to 
cut through healthy tissue, as I firmly believe that by so doing I pre- 
vent the further spread of the infection. In the two previous opera- 
tions a rather radical removal had been attempted with the result, 
that the infiltration immediately extended to the area invaded. 


* Read before the Section on Laryngology and Rhinology of the New York Academy of 
Medicine, October, 1905. 
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I do not believe, that a radical removal will put a stop to the 
further progress of the disease, just as in Syphilis the excision of 
the initial lesion is of no avail. 


The Larynx and Pharynx are perfectly free. 


Case II.—Jewess, about fifty years of age, born in Galicia, 
Austria; without any important features in her history; presented 
herself to me four years ago on account of obstruction to nasal 
respiration on the right side, tinnitus in the right ear and dyspnoea 
with stridulous inspiration. She had been sick for about five years. 
Her nose showed the same infiltration as Case I; no ulcerations. 
‘ Inspection of the oral cavity showed a total absence of the uvula, 
which seemed to have been replaced by scar tissue, and starting 
from this location a number of fibrous bands traversed the soft 
palate like a fan. There was also an infiltration of the right fossa 
of Rosenmueller, causing an occlusion of the Eustachian tube. In 
the larynx there were two large white masses underneath the glottis. 
I proposed the use of Schroetter’s dilating tubes for the relief of 
the dyspnoea; but she disappeared from my observation. 


28 East 126th St. 


An Unusual Case of Laryngeal Obstruction.—F. J. T. Sawkins 
(Sydney).—Austral. M. Gaz., March 21, 1904. 

A child twenty months old was in a condition of advanced 
dyspnoea from laryngeal obstruction. There was no evidence of 
diphtheria. Finally tracheotomy was done and later very greatly 
enlarged faucial and naso-pharyngeal tonsils were removed. The 
tube was worn two months, any attempt to dispense with it causing 
alarming attacks of dyspnoea. Under anesthesia, the larynx was 
repeatedly examined with no result. But eventually, during ‘a 
laryngoscopic examination, as the mirror was being withdrawn, a 
rounded body.was seen slipping into the interval between the epi- 
glottis and larynx. Further observation showed that this was re- 
peated at each inspiration; and, on lateralizing the mirror, the body 
was seen to be the tip of the uvula. The mirror had on previous 
occasions lifted the uvula, so that the phenomenon could not occur. 
Amputation of the uvula removed the entire trouble and the tracheal 
tube was permanently removed. EATON. 
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A CYST OF THE PHARYNGEAL TONSIL.* 
BY WILLIAM WESLEY CARTER, A.M., M.D., NEW YORK. 


In September, a child of seven years presenting the usual symp- 
toms of adenoids and hypertrophied tonsils was brought to Dr. 
Wright’s clinic at the Manhattan Eye, Ear and Throat Hospital. 
There was nothing of unusual or special interest in either the past 
or present history of the case. ' 

On palpation a mass the size of a filbert was felt in the median 
line near the vomer; it seemed smoother and somewhat more re-- 
silient than the usual adenoid, but nothing out of the ordinary was 
anticipated. The mass was removed with the adenoid forceps, and 
was found to be practically one large cyst with moderately thin 
walls. (The illustration shows scarcely more than the opening in 
the cyst made by the instrument, as the walls collapsed easily, and it 
was difficult to show the cavity in this way.) The contents escaped, 
and were so mingled with the blood and secretion from the pharynx 
that their character could not be determined. 

Dr. Wright, who made a microscopical examination of the speci- 
men, reports that the walls of the cyst are lined with epithelium, 
which is so infiltrated with round cells, and in places so absorbed by 
pressure, that it is difficult to recognize as such. Beneath this 
epithelial lining are regularly arranged lymph nodes. The lymphoid 
tissue itself presents no deviation from usual appearances. 

Cysts in the naso-pharynx are formed in three ways: First, by 
Inclusion, that is by the agglutination of two folds of the mucous- 
membrane during inflammation. If this agglutination is incomplete 
a sinus is formed, if complete a cyst results. A cyst of this origin 
is said to be fairly common in this locality. It was first described 
by Mayer in 1842, he considered it a normal structure and called it 
the Pharyngeal Bursa. Luschka and Tornwaldt were among those 
who accepted his views, and they attributed certain cases of per- 
sistent naso-pharyngeal catarrh to inflammation of this bursa, and 
to the existence of sinuses formed in the above-mentioned manner. 
Subsequent observers have shown that the pharyngeal bursa, so 
called, is not a normal structure, but that it is undoubtedly of in- 
flammatory origin. 


* Case reported at the November meeting of the Laryngological Section of the New York 
Academy of Medicine. 
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Secondly, cysts may be formed by a dilatation of racemose glands. 
These, however, are uncommon, as glands of this character are sel- 
dom found in this locality. 

Thirdly, cysts in the pharyngeal tonsil itself. These are rarest of 
all. I have been able to find records of only three in the American 
literature. One was reported by Dr. Lamphear, and two by Dr. 
Jonathan Wright. Formerly, it was supposed that these cysts re- 
sulted from a dilatation of the lymph spaces in the tonsil, but from 


Cyst of the Pharyngeal Tonsil. 


a study of his last case in which he was able to observe the nature of 
the contents of the cyst, Dr. Wright concluded that these cysts are 
the result of fatty degeneration, and that it is a rare manifestation 
of the retrogressive changes which this tissue normally undergoes. 
This we believe to be the explanation of my case. 

Cysts of this character have really no pathological significance, 
they merely illustrate one of nature’s methods of disposing of 
superfluous lymphoid tissue. 


69 West 50th Street. 
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FOREIGN BODY IN THE MAXILLARY ANTRUM. 


BY BARTON H. POTTS, M.D., PHILADELPIJIA, PA, 


E. H. was admitted to the Marine Ward of the German Hospital 
under the care of Dr. Fairfax Irwin, through whose courtesy the 
case was referred to me. The patient was suffering from an attack 
of influenza. During convalesence he called the resident physi- 
cian’s attention to the fact that he was troubled by a constant dis- 
charge into the mouth. Examination showed a sinus, opening 
into the region of the canine fossa, through which a probe passed 
freely into the maxillary antrum. Patient said that five months 
previously, he had had an attack of influenza following which there 
was considerable pain and swelling about the cheek. This pain 
lasted about six days, and was relieved following a flow of pus 
into the mouth. This flow has persiste? ever since. Operation 
was advised. 


The usual free incision of the mucous membrane was made, and 
the region of the canine fossa easily uncovered, showing a sinus 
through the bone, the diameter of which was about I c. m. This 
opening was enlarged and the antrum found to be full of pus and 
granulations. 


Upon starting to clean out the cavity the presence of some hard 
substance was discovered, but its character could not be determined 
on account of the granulation tissue surrounding it. The first 
thought was that it might be a large septum’ extending from the 


posterior wall, but when grasped with a pair of forceps it was 
found to be loose, and the surprise of the operator and his assistants 
was great when a piece of hard rubber pipe stem, measuring 4.5 
c. m., in length, as shown in the cut, was withdrawn. When the 
facts of the case were told to him the following day the patient, al- 
most at once, said he could tell when the accident had occurred. 


He said that just about ten years previously he had been smoking 
a pipe while riding horseback and was thrown. The tip of the 
pipe-stem he spat out of his mouth and the bowl was found ; but, not 
being able to find the steam, he had concluded that it had been 
knocked to some distance and lost. 


Questioned as io his symptoms at the time of the accident, he said 
that there had been considerable bleeding into the mouth and some 
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soreness. These symptoms disappeared entirely within a few days, 
and he supposed his mouth had been cut. There were no further 
symptoms until his first attack of influenza.’ 

The writer has been unable to find any similar case on record. 
Gifford, in the Ophthalmic Record, April, 1905, reports a case in 
which the screw of a breech-lock was carried in the antrum for 
two years, but this caused a chain of symptoms which led to, opera- 
tion. The writer’s patient carried his pipe stem for nine and. a half 
years absolutely without symptoms and it was only when the mucous 
membrane was inflamed during the attack of influenza that this 
foreign body caused any trouble. 


The first examination so clearly demonstrated chronic suppura- 
tion that it was not thought worth while to use the X-ray, as the 
writer is doing in his cases, but the stem was reintroduced into the 
antrum and an exposure taken with the hope of making a clear 
demonstration of the foreign body in situ. The material in the 
stem was not sufficiently dense and only a very faint shadow re- 
sulted. The X-ray is of value, however, not only in searching for 
foreign bodies, but in demonstrating the presence of pus in the 
antrum, 


109 S. 20th St. 
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A CASE OF BILATERAL EXTRADURAL ABSCESS COMPLI- 
CATING MIDDLE EAR SUPPURATION FOLLOWING 
TYPHOID FEVER. 


BY HAROLD BAILEY, M.D., WATERLOO, IOWA. 


Much has been written of late on the throat and ear complica- 
tions of typhoid fever, and perhaps much more must needs be said 
before the profession as a whole shall obtain a full appreciation of 
the untoward possibilities of the running ear as a complication of 
this disease. The prophylaxis of this complication lies with the 
physician in charge of the case, not with the specialist, and to him 
also comes the opportunity for successful treatment during its early 
stages. The early inspection of the drum head following the 
patient’s first complaint of pain or discomfort in the ear, if carried 
out as a routine procedure by the attending physician, would deprive 
the aurists of many interesting cases of mastoid and intracranial 
complications. It must, however, be admitted as equally true, that 
many cases in which the middle ear complication is detected in its 
incipiency and skillfully treated from the beginning, will go on to 
mastoid and intracranial involvement. 


In the case referred to in the title of this article this unfortunate 
occurrence happened first on one side and later on the other. The 
clinical history is briefly as follows: Mrs. W. L. K., age twenty- 
three; had always enjoyed perfect health until January, 1904, when 
she contracted typhoid fever. The disease ran an uneventful course 

up to the end of the fourth week at which time she complained of 
- pain in the right ear. . This was followed in twenty-four hours by 
pain in the opposite ear. Paracentesis in the posterior portion of 
the right membrana tympani was performed by the attending physi- 
cian. This gave immediate relief from all pain in that ear. On the 
day following the paracentesis of the right membrana tympani, 
occurred the spontaneous rupture of the left membrana tympani, 
with rather profuse purulent discharge. The pain, however, con- 
tinued unabated. 

A few days later, I saw the patient for the first time. There was 
slight tenderness over the tip of the right mastoid but no swelling 
or redness. Pus was discharging through the paracentesis opening 
in the drum. There was no bulging of the drum head and no swell- 
ing of the external auditory canal. The left mastoid was slightly 
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tender throughout, but most marked at the tip. There was no swel- 
ling or redness. The left membrana tympani was bulging and con- 
gested. A small amount of pus was being forced through the small 
aperture in the drum membrane which was quite inadequate in size 
to permit of free drainage. There was no swelling of the external 
auditory canal. Temperature 101°. Pulse 110. I enlarged freely 
the opening in the left membrana tympani, ordered ice applied to 
both mastoids, and the ears carefully mopped out and drained with 
gauze. The bacteriological examination of the pus showed pneu- 
mococci present in both ears. There were no other organisms 
present. 

One week later, I heard from her family physician that all pain 
and tenderness had disappeared, and the temperature was again 
normal, but the discharge continued profuse. Our patient con- 
velesced rapidly from the fever and went out to the western part of 
the state to visit friends. I heard nothing from her until June 5, 
when she came in to my office complaining of severe pain in the left 
ear which had been of one week’s duration, and was growing daily 
more severe. She complained of having had two or three attacks 
of dizziness during the past two days. Examination revealed a 
marked tenderness of the mastoid both over the upper part and at 
the tip, also some swelling. The ear was discharging freely. Pulse 
95, temperature 100°. She was taken to the hospital and operation 
was performed the following morning. Immediately on chiseling 
through the outer table of the mastoid, pus welled up from a cavity 
in the upper portion of the process. This cavity was continuous 
with the antrum and was filled with granulations. The granula- 
tions were carefully cleaned out with a sharp spoon when a small 
fistulous opening through the inner table directly over the lateral 
sinus was exposed. Upon enlarging this opening nearly a dram 
of pus escaped from between the dura and the skull. All diseased 
bone was removed, and the operation completed by removing bridge 
and overhanging edges of bone in accordance with the method now 
known as “The Radical Operation.” Convalescence was unevyent- 
ful. The post-auricular wound was permitted to close in five 
weeks, and the result was all that could be desired. 

The patient continued to come to my office daily for treatment of 
both ears. The discharge from the right continued most profuse 
and the opening in the drum grew rapidly smaller, and had to be 
enlarged several times during the few weeks following. On the 
oth of September, when she came in for treatment, she informed me 
that she had been having severe pain behind the right ear for three 
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or four days, which was getting more intense each day, and that for 
the past two days, she had been so dizzy that only with difficulty 
had she been able to keep the sidewalk on the way to and from my 
office. There was no swelling over the mastoid and no redness. 
Only on deep pressure could any tenderness be elicited and then 
only slight. The discharge was unchanged in amount. Tempera- 
ture 101.5°, pulse 118. She was taken at once to the hospital and 
operated on the next day. Pus was first disclosed deep down in the 
mastoid near the tip. On opening the process farther up, a cavity 
lined with granulations and filled with pus was disclosed. A 
sequestrum measuring roughly 5 by 10 m. m. occupied this cavity 
and was lifted out with forceps. After removing all granulations 
and checking the oozing, I proceeded to explore the walls of the 
cavity with a fine probe and readily passed the probe through the 
roof of the tegmen antri. The withdrawal of the probe was fol- 
lowed by the appearance of two or three drops of pus. This small 
opening was carefully enlarged giving exit to a considerable quan- 
tity of pus. The opening was still further enlarged, all necrosed 
bone was removed and the subsequent steps of the operation com- 
pleted as described in connection with the opposite side. The morn- 
ing following the operation it was noticed that patient had a com- 
plete facial paralysis on that side. All drainage was dispensed 
with after the fifth week and the wound allowed to close. The 
paralysis persisted for four months without any apparent improve- 
ment, after which time it slowly but steadily cleared up and at 
the present time has entirely disappeared. The discharge from 
either ear persisted for several months in gradually decreasing 
amount and is now quite stopped in the left ear and nearly so in the 
right. The hearing is especially good in the left ear following a 
radical operation, ordinary conversation being understood without 
difficulty. In the right ear the functional result is not so good. 
There is no tinnitus in either ear and aside from the necessarily 
slight impairment of hearing, the result is all that could be desired. 

This case has been one of especial interest to me, not so much on 
account of the result, which is not at all exceptional, but as another 
example of the insidious and treacherous manner in which the run- 
ning ear of typhoid may result in intracranial mischief. The co- 
incidence of an extradural abscess occurring first on one side, in the 
posterior fossa, to be followed in three months by a like complica- 


tion, but occurring this time in the middle ate on the opposite side 
is also, I believe quite unusual. 


FOREIGN BODY REMOVED FROM THE RIGHT BRONCHUS; 
PRESENTATION OF PATIENT AND HISTORY OF THE CASE.* 


BY CHAS. A. ELSBERG, M.D., NEW YORK. 


Esther P., four years of age, was admitted to the Mt. Sinai Hos- 
pital on September 15th, 1905. Thirty hours before, the child had 
swallowed a pin about 1 1/2 inches long, with its head first. Imme- 
diately after, she began to retch, vomited some bloody mucus and 
complained of pain and discomfort in the chest. After a few hours 
these symptoms disappeared and the child felt perfectly well again. 
She was kept on fluid diet, and the stools were watched for the pin 
but none was found. The child had had no pain in swallowing or 
other symptoms. 


When the child was admitted to the hospital, the temperature 
and pulse were normal, but some peculiar bleating sounds were to be 
heard over the lower part of the right chest, behind. With the X- 
ray, the pin could be plainly seen with its head downward in the 
fifth intercostal space, a little to the right of the median line. 

On account of the history of swallowing of the pin and the conse- 
quent vomiting, an oesophagoscope was first passed, but except for 
the presence of a small area of congestion at weet the level of the 
pin, nothing was found. 


On the following day, the patient developed signs of fluid in the 
right chest with signs of consolidation, with high temperatures and 
a rapid pulse. The presence of the pin in the oesophagus having 
been excluded by the oesophagoscope, it was more than probable 
. that the pin lay in the trachea or right bronchus. 

On September 18th, Dr. Emil Mayer was kind enough to bring 
his bronchoscopic instrumentarium to the hospital. (I did not 
possess any at that time.) Under chloroform anesthesia, Dr. Mayer 
passed the bronchoscope, and attempted to see and locate the foreign 
body. It could not be found, and prolonged search was deemed un- 
justifiable on account of the poor condition of the little patient. 

I then proceeded to do a rapid low tracheotomy, and then passed 
a moderately sized endoscopic tube through the tracheal opening 
and into the right bronchus. This was accomplished with ease and 
- the head of the pin was at once seen lying in the right bronchus. 


* Read before the Section on Laryngology and Rhinology of the New York Academy of 
Medicine, October, 1905. 
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The shaft of the pin could be followed upwards for about 1/2 inch 
until it became buried in the wall of the bronchus. The attempt was 
then made to free the point of the pin by pushing the head down- 
wards with forceps passed through the tube, but this procedure 
was not successful because, as could plainly be seen, the head of the 
pin was too large to pass into any of the divisions of the right 
bronchus. The secondary bronchi could be seen very plainly, and 
the attempt was made to press the head into each one of these, but 
it would not engage in any of them. I deemed it too dangerous to 
grasp the pin at its head and forcibly extract it, inasmuch as at least 


one half of the shaft was imbedded in the wall of the bronchus and © 


trachea, and much injury surely would be done. All efforts to free 
the point of the pin were unsuccesstul until I finally tried the fol- 
lowing procedure. The shaft of the pin was grasped with slender 
forceps as far away from the head as possible, and the endoscopic 
tube then pushed down, the pin being firmly held by the forceps. 


By means of this procedure, the point of the pin was freed from the * 


wall, and the shaft of the pin gradually bent into full view, until the 
poirit was swept into the left bronchus. By repeating the procedure 
the pin was bent upon itself and, with the point and the head both 
pointing downward, could be grasped at the angle and easily ex- 
tracted. A tracheotomy tube was then inserted. 

The after history of the case can be summed up in a few words. 
The signs in the chest disappeared within two days, the temperature 
and pulse fell to normal, the tracheotomy tube was removed at the 
expiration of one week, and the wound healed up rapidly. Conval- 
escence was interrupted by an attack of measles. 


.Madison Ave. and 63rd. 


A Case of Foreign Body in the Larynx.—S. Benton.—Aosf. 7id., 
Copenhagen, No. 8, 1905. 

A boy of three years falls, striking on the buttocks, and immedi- 
ately becomes unable to speak, with stenotic respiration, but without 
syanosis. Later a superior tracheotomy is performed, and after 
six weeks a wire 5 cm. long bent double is removed per viam 
naturalem. Recovery with natural speech. 

KTAER. 


ELEVATOR, SPECULUM AND FORCEPS FOR USE IN THE 
SUBMUCOUS RESECTION OF THE NASAL SEPTUM.* ° 


BY L. M. HURD, M.D., NEW YORK. 
The elevator, is a double ended instrument, the sharp end resemb- 
ling a Volkmann curette, except that the cavity of the spoon is 


filled with metal, the other end made of copper, blunt and rounded. 
The flexibility of the copper allows this blunt end to be bent in any 


way desired. 


||| {|||| 
Dr. Hurd’s Elevator. 


The speculum is to be used after the cartilage has been 
removed with a Ballenger knife. The long blade is passed between 
the membranes, and the instrument is held with the left hand, with 
the long blade uppermost at all times. 


Dr. Hurd’s Speculum. _ Dr. Hurd’s Forceps. 


The down cutting forceps is intended for use on the anterior 
nasal spine of the superior maxilla, and on the vomer after the car- 
tilage and bone have been removed from above. 

The advantages of this forceps are that no assistant is required, 
it will never injure the mucous membrane as the chisel is liable to 
do; it keeps the parts well in view and secures a much smoother 
edge than that obtained by the chisel. 


15 E. 48th St. 
mS: Read before. the Section on Laryngology and Rhinology of the New York Academy of 


Medicine, October, 1905. 
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A NEW TONSIL TENACULUM. 
BY ALICE G. BRYANT, M.D., BOSTON, MASS. 


The accompanying figure shows a tonsil tenaculum that has 
worked admirably in operations upon the tonsils, not only in private 
practice, but in my clinic at the Pope Dispensary and in my service 
at the New England Hospital for Women and Children. 

Its points of advantage are: a. Simplicity of construction. b. 
Shortest possible time consumed in adjusting and releasing. c. 
Non-obscuring of field of vision. d. Leaving operator free to use 
both hands. e. Adapted for right or left tonsil. f. Avoidance of 
injury to patient. 

A few salient features of the instrument are as follows: The 
tenaculum is worked by a strong wheel-bearing spring, constant and 
uniform in action. The tonsil is held by three prongs, two of which 
seize it at the base, and the third comes in between the two at apex 


Dr. Bryant’s New Tonsil Tenaculum. 


giving a secure hold, especially helpful in friable tonsils. The distal 
arms are locked beyond range of the uvula and are separated on ap- 
proximation by a steel block, thus preventing injury to the uvula. 
It will be seen that neither the wire nor canula of .the tonsil snare can 
interfere with the hinge of the tenaculum by slipping in between the 
arms at an inopportune moment. The horizontal convex curve of 
the shorter arms and the shape and size of handles, leave the line of 
vision and field of operation unobstructed, desirable in those opera- 
tions requiring the use of the snare. The upper handle is shorter 
than the lower straight handle and terminates in an open curved 
projection upon which the thumb rests, assisting in guiding the in- 
strument. The slightest pressure upon the handles adjusts or re- 
leases the tenaculum. 

* Its length is 21.5 centimeters and: weight is 113.40 grams. It 
is made by Codman and Shurtleff of Boston. 


416 Marlborough St. 
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NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Regular Meeting, October 25, 1905. 
Lewis A. Corrtn, M.D., Chairman. 
PRESENTATION OF CASES. 
Double Frontal Sinusitis; Operation.—By R. C. My es, M.D. 


DISCUSSION. 


Dr. FReuDENTHAL said that he did not quite understand why Dr. 
Myles had made the incisions described. According to his ex- 
perience all these parts could be reached by the ordinary incision 
over the eyebrow. He had operated on a patient a few years ago 
and you could not see any disfigurement at all; and he did not under- 
stand the advantages derived by the method described by Dr. Myles. 
Last winter he had presented a number of cases before the section in 
which the results had been remarkably satisfactory. He thought 
that a woman particularly would object very much to these large in- 
cisions. He would like to know Dr. Myles’ reasons for making 
them. It seemed to him that the radical operation for frontal sinu- 
sitis was a very serious operation. 


Frontal Sinus Case.—By C. G. CoakLey, M.D. 
Sarcoma in the Right Nostril.—By S. McCutiacu, M.D. 

J. G—female, age twenty-seven; married; two years ago first 
noticed nasal stenosis on right side accompanied by discharge. 
Stenosis has been gradually increasing until at present there is total 
occlusion. No pain or tenderness. No palpable enlargement of 
glands in neck. Slight redness of skin and swelling at junction of 
nose and cheek. Large congenital osteoma in right temporal 
region. 

Examination shows right nostril occluded by a mass of a deeper 
red color than the normal mucosa. The present ulceration in the 
naris is due to the removal of a piece of the tumor for microscopic 
examination. The septum is pushed into the left naris almost 
occluding it. The hard palate is very irregular with the greatest 
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prominence on the left (opposite) side. Mucous membrane cover- 
ing it is a dirty gray color. This irregularity is congenital. The 
right alveolar border, posterior to the insertion of the lateral in- 
cisor is thickened. There has been no second dentition here. Pos- 
terior rhinoscopy shows the mass filling the right posterior naris. 
Microscopic report by Dr. J. Wright: Fibrous connective tissue 
containing many spindle and ovoid cells. Thickly scattered 


throughout are many giant cells varying somewhat in size, typical 
of giant-cell sarcoma. 


Case of Sarcoma.—By C. G. Coaxtey, M.D. 
Nasal Polypi and Sarcoma.—l!}y Max Toeptitz, M.D. 
DISCUSSION. 


Dr. FREUDENTHAL said that he had seen about six of these cases 
of sarcomata. The last one, about four or five years ago, reminded 
him very much of this one to-night; but it was in an older person, 
sixty-five or seventy years of age. Dr. Dawbarn did the operation 
and the woman recovered, but later the disease again developed 
and affected the eyes, and in nine months she died. This patient 
being so much younger, has much better chances of recovery. He 
thought that operation was certainly indicated. 

Dr. Harris said that in connection with the cases of sarcoma 
presented by Dr. McCullagh and Dr. Coakley, it might be interest- 
ing to report the condition of a patient whom he had presented at 
the last meeting in May. This patient was a young Swede, twenty 
or twenty-one years of age, with complete occlusion of the right 
nostril. No microscopic examination of the growth had then been 
made, but the consensus of opinion was that it was a sarcoma. Im- 
mediately after the meeting the patient was taken into the hospital 
and a number of operations were performed under cocaine in which 
a part of the growth was removed through the natural passages. 
This was examined by the pathologists, and doubt was at first 
expressed regarding its exact nature. One thought that it was 
endothelioma; but the conclusion was that it was a round-celled 
sarcoma. A radical antrum operation was then performed and it 
was found that the sarcoma had involved the antrum and the 
ethmoid cells. Apparently all the growth was completely removed, 
and the young man made a rapid recovery. He remained under 
observation for six weeks or more after the operation and there 
were no symptoms of a return of the growth. He had not been 
heard from lately. At some of the minor operations there was con- 
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siderable hemorrhage, but at the time of the radical operation there 
was no trouble of this kind. Almost all of the outer wall of the 


nose was removed. 


Dr, LEDERMAN said that he would like to refer to a case of small 
round-celled sarcoma involving the right side of the nostril, the 
sphenoid bone and also the maxillary antrum. The patient, a man 
twenty-six years of age, was operated upon by Dr. Dawbarn in 
June, 1895. This patient had come under the class of inoperable 
cases. The external carotid artery was first ligated and then ex- 
cised on one side, and a week or ten days later on the other side. 
On January, 1896, the radical operation was done, as the growth 
had started to assume greater proportions. An entire excision of 
the right superior maxilla, without taking away the floor of the 
orbit, was performed. A portion of the basilar process was also 
removed. The operation was a very bloody one. It is interesting 
to know that after the first ligation of the external carotid on the 
right side, the tumor shrunk to about one quarter of its original size 
in a space of nearly four months. 

This patient was presented before the Surgical Section, I under- 
stand, during the early part of this year, still in good condition. 


Two Cases of Rhinoscleroma—By Ernst Danzicer, M.D. (Pub- 
lished in full in this issue of THE LARYNGOSCOPE, page 935). 


Foreign Body Removed from the Right Bronchus. Presenta- 
tion of Patient and History of the Case.—By CHarLes A. 
Exsperc, M.D. (Published in full in this tssue of THE LAR- 
YNGOSCOPE, page 944), 


DISCUSSION. 


Dr. Emit Maver said that he was enabled through the courtesy 
of Dr. Elsberg to see the case here presented before the removal of 
the foreign body, and had attempted to introduce the bronchoscope. 
into the larynx previous to tracheotomy. The attempts at intro- 
ducing the instrument into the small aperture resulted in inducing 
the cyanosis, and might have had a fatal effect if persisted in; and 
so the speaker promptly desisted from further efforts in that direc- 
tion and advised tracheotomy, which was done, with the result as 
shown. 

In this connection the speaker wished to place on record, a case 
not hitherto recorded of a foreign body in the bronchus. 

On September 28th, late in the afternoon, he was requested to 
assist in the removal of a foreign body in the bronchus, in a five 
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year old boy, the removal to take place the next day at four p. m. 
The child was in the hospital at the time, asd the hour was arranged 
to suit the attending surgeon and the speaker. The condition of the 
child previous to removal was very bad. Pneumonia had set in 
with the concomitant pulse and temperature. Bronchoscopy was 
attempted through he natural passages, but promptly abandoned 
and under chloroform, Dr, MacWilliams, the attending surgeon did 
a low tracheotomy and then with the aid of the bronchoscope the 
speaker removed a large bean in pieces, it having been macerated. 
The bean lay at the bifurcation in the right bronchus. The com- 
pleteness of the removal of the obstruction was shown by the en- 
trance of air into the formerly obstructed lung, corroborated by 
Dr. Northrup who was present. Fourteen hours later the child 
died of the pneumonia. 

There was a lesson in this case which the speaker wishes to 
emphasise, and that was that it was dangerous to wait at all before 
attempting the removal. In the case reported by Dr. Yankauer be- 
fore this section the speaker insisted on its immediate removal, 
and the result was that no maceration of the foreign body had oc- 
curred, and no pulmonary symptoms followed. In the present in- 
stance, the aitending surgeon wished to have the bronchoscopy for 
the next day the speaker did not insist in its immediate perfor- 
mance. Four: days had already elapsed before the child was 
brought to hospital, and while it was quite likely that the result 
would have been the same had bronchoscopy been done earlier, yet 
every hour counts. Hence he would say in conclusion, that 
bronch»scopy in children is most practical if low tracheotomy is 
done, and that every hour counts in giving the patient the chance 
of recovery. 

The outcome of Dr. Elsberg’s case reflects great credit on the 


skill and technique shown by the operator which the speaker was 
giad to have witnessed. 


Foreign Body in Nostril.—By. Harmon Smitrn, M.D. 
M. P., age four; fell down when running in the park: yelled, and 
nose bled slightly, but he continued playing. The following day 


breathed badlv through nose, and mother consulted family physi- 
cian, who could observe nothing but a slight external contusion. 


On the third day, however, the mother was advised to consult Dr. 
Chappell. Examination revealed a marked swelling of septum on 
left side, and a moderate swelling on the right. The inferior turbi- 
nate on left side was in contact with the septum; but on shrinkage 


952 SOCIETY PROCEEDINGS. 


of the tissues nothing was observed except the congestion expected 
from a fall. 


The patient was not seen again for three weeks, when the mother 
brought her to me in the absence of Dr. Chappell, and stated that 
the child’s breathing was not good; and that she was constantly 
hacking and trying to draw something down posteriorly. She had 
been restless at night and had had some fever. Upon examining 
the nose, I found considerable granulations, and a marked. swelling 
of the inferior and middle turbinates, which yielded only partly to 
adrenalin. I also extracted a small piece of bark from amidst the 
granulations, and believing this the cause of the disturbance, I gave 
her a warm saline douche and saw her from time to time for two 
weeks. The patient was extremely nervous, and no satisfactory 
examination could be made, so I advised the mother to take her to 
the seashore for a while and bring her again in ten days when a 
general anaesthetic could be administered, and a proper exploration 
could be made. I thought however, that only a small abscess had 
resulted from the traumatism, and did not suspect the presence of 
such a large foreign body. The patient did not return as advised 
and only reappeared in September, when she again saw Dr. Chap- 
pell. The little girl had had headache accompanied with vomiting 
at intervals, all summer. She had lost weight, coughed frequently 
and complained of a dropping in the throat continuously. 


Upon looking in the-nose he saw only granulation tissue. Exter- 
nally there could be detected a little swelling, hard and unresisting, 
about one-eighth inch below and external to left nasal bone. He 
concluded that some foreign substance was present, and upon prob- 
ing found something offering resistance like dead bone. Caught 
this with forceps and extracted the piece of stick presented, which 
is nearly two inches long, and the size of a lead pencil., 


The stick had entered the middle fossa, and extended well up 
behind and external to the middle turbinated body, and occupied 
a position between this and the inner wall of antrum. After re- 
moval, the symptoms all disappeared, and the patient made a rapid 
recovery. 


Some Observations made this Summer in the Throat Clinics 
of Germany.—By C. G. Coakrey, M.D. 
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PRESENTATION OF NEW INSTRUMENTS, 


Improved Instruments for the Removal of the Naso-Antral 


Wall.—By R. C. Mytes, M.D. 


DISCUSSION. 


Dr. Mayer said that he had used the instruments presented by Dr. 
Myles, but had found that after the instrument was introduced into 
the antrum a slight turn of the hand would so turn the instrument 
that it was difficult to know just where was the tip. It would be a 
simple matter to have it so marked that this could be seen distinctly. 
It was also important that these instruments should be made as 
firm as possible, for he had had one break off in the antrum, though 
fortunately it was at a place where it did not interfere with the 
operation. He would also suggest that it might be well to have a 
universal handle for all these instruments. This was perfectly feas- 
ible and would facilitate the use of the instruments. He believed 
that this operation through the nose was the coming one for antrum 
work. In one case where he had operated recently it was surpris- 
ing to see how promptly the patient, a young woman, obtained relief 
from a purulent secretion which had been going on for a long while. 
In three day’s time that was all changed, and the nose was in a 
normal condition. 

Dr. YANKAUER said that he had used the antrum instruments 
shown by Dr. Myles in three cases, and they certainly enabled the 
operator to make the opening into the nasal wall of the antrum of 
any desired size. In the three cases he had made a triangular 
shaped opening, wide below and narrow above. These openings 
are apt to close, and if the opening is made wide at its lower part it 
will remain patent near the floor and keep up a permanent drain. 
The cases were all operated with cocaine, without pain and with 
very little reaction, the patients going home immediately, no pain or 
discomfort following. In one case he had gone through the ethmoid 
cells and with the reverse chisel had entered the posterior ethmoid 
cell and sphenoid cavity. The patient suffered from no reacfion, 
and the discharge which had existed for a long time ceased. The 
cases were all old ones of long standing, and the discharge ceased 
promptly as soon as the drainage was established. 


Forceps and Speculum for Use in the Submucous Resection of 
the Nasal Septum.—By L. M. Hurp, M.D. (Published in 
full in this issue of Tuk LARYNGOSCOPE, page 946). 

Dr. CoAKLey showed an instrument used by Killian in septal 
work. 
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Inhaler for Use with Somnoform.—Sy P. T. Berens, M.D. 

Dr. BERENS presented an inhaler to be used with somnoform—a 
mixture of ethyl chloride, ethyl bromi le and methyl chloride—for 
quick anaesthesia, in such operations as a paracentesis, incision of a 
tonsillar abscess, or any other requiring from sixty to eighty seconds 
of complete anaesthesia. He had also found this little instrument 
very efficient in the preliminary stage for ether. It was not only 
a convenient little office apparatus, but was extremely useful in a 
bag outfit for visiting house patients. 

Dr. TaLsor CHAMBERS said that he had used somnoform with 
this apparatus a number of times, but that he objected to the use 
of somnoform on account of the continuance of the pain after the 
anaesthesia subsided. He told of a case of furuncle of the ear 
which had been incised under somnoform, and after the anaesthesia 
had passed off, the pain was something terrible. For the induction 
of ether narcosis or for short operations, he felt it was admirable. 

Dr. Newcomes said that he had seen somnoform used in the 
London Throat Hospital, and also in Bordeaux, where it was first 
brought out, and there they use the same apparatus presented by Dr. 
Berens. He had spoken to Dr. Turrell, a prominent anaesthetist of 
London, about the use of somnoform, and he considers it dangerous ; 
but he was the only one with whom he had spoken who had made 
any unfavorable comment regarding the remedy. 


Specimen of Larynx and Trachea Containing Papilloma, from 
a Child of Two and a Half Years.—By D. W. K. Simpson, 
M.D. 

Owing to Dr. Simpson’s unavoidable absence, the history of this, 
case was read by Dr. Thurber. 

This specimen is taken from autopsy on female child two and one- 
half years old, who was first seen by me on June 27th, of the present 
year. She had been suffering from progressive laryngeal dyspnoea 
for a number of months previously, and on the above date was in 
condition of extreme suffocation and bodily emaciation. 

An immediate successful tracheotomy was performed, which, 
after considerable effort at artificial respiration, produced great 
improvement in breathing. The child continued to improve in 
every way but at no time could she dispense with the tracheal tube. 

On September 11th, I introduced an intubation tube, but it had 
to be abandoned, and the tracheal tube replaced after a few days. 
It was finally decided to perform a radical operation by opening the 
larynx and trachea and removing the growths, but while the child 
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was undergoing preparatory measures, and during the momentary 
absence of the nurse, she suddenly died, apparently from the clog- 


ging of the tracheal tube with thick muco-purulent secretion from 
below.. The condition of the child previously to the accident was 
extremely good—giving no apprehensions of danger. 

The specimen shows the larynx to be filled with papillomatous 
growths producing complete occlusion, also some minor areas of 
growths down the entire length of trachea. The tracheotomy open- 
ing is shown on the anterior aspect of trachea, and at the time of 
autopsy there was a large collection of muco-pus at the bifurcation. 
During the fourteen weeks in which the tracheal tube was in situ, 
there was considerable cough with purulent expectoration. 

Tentative diagnosis of Papilloma was made at the first examina- 
tion, on general principles, which diagnosis was confirmed by the 
appearance of broken fragments of growth in the intubation tube 
which was inserted for purposes of diagnosis, immediately after the 
performance of the original tracheotomy. Whether this is an in- 
stance of congenital papilloma, I am unable to say, as the history is 
somewhat indefinite, but I am endeavoring to find out. Apparently 
the tracheotomy did not produce any absorption of the growths. 

Dr. Newcoms remarked that Dr. Simpson had given him the 
history of this case, and that he as just about to start for the operat- 
ing room when the house surgeon told him that the child had died 
the night before, although ten minutes before death it had been very 
comfortable. These cases of papilloma in the trachea were of great 
interest. Some years ago in New Haven he saw a patient of Dr. 
H. L. Swain, with marked stridulous breathing. Absolutely noth- 
ing could be seen in the larynx, but once in a while there would 
be a spell of coughing and papillomatous masses would be expelled. 
The patient was not willing to submit to any radical tracheal opera- 
tion. 


i 
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CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. 
Regular Meeting, November 7, 1905. 
Wo. L. BaLLtencer, M.D., President. 


Tonsil Forceps. 


Dr. Epwin Pyncuon showed a new style of tonsil forceps which 
he had found to be particularly useful and valuable. 


E.A.HARDY & CHICAGO 


Dr. Pynchon’s Tonsil Forceps. % size. 


Blunt Separator. 

He also showed a blunt separator which he had devised. It 
occurred to him that in the instrument used by Hajek there were 
two defects. One was that the instrument proper was so short that 
in separating the perichondrium or the periosteum far back, it was 
necessary to introduce the handle into the wound. He considered 
this a serious defect, consequently, he had devised a blunt separator 


F.A.HARDY & CO. CHICAGO. 
Dr. Pynchon’s Blunt Elevator. % size. 


in which this feature was corrected by lengthening the blade. Fur- 
thermore, while one edge of his instrument was copied after the 
Hajek pattern, the rear end of the other edge was made to project 
so as to be used in separating from behind, forward. He had found 
this instrument to work nicely. These two instruments are made 
by F. A. Hardy & Co., of Chicago. 
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Nasal Reflexes.—By Henry Grape, M.D. 

Dr. Henry GRaDLE read a paper on nasal reflexes, in which he 
quoted instances observed by himself and others, and criticized the 
extravagant claims made for this topic in previous years. He em- 
phasized, however, that there are instances .which can be well- 
established as nervous disturbances, starting from irritative disease 
of the nose, and can be cured by their removal. 


DISCUSSION. 

Dr. J. Gorpon Witson: After the splendid review which Dr. 
Gradle has given of the whole subject, there is very little that I can 
say with regard to the clinical side; I wish to confine my remarks 
principally to the anatomical and physiological aspects of the 
subject. 

In discussing this subject, I may say I use the term reflex in a 
physiological sense. I use it in the sense that we have at one end 
an exciting organ, connected with a central part, which again is 
united with an executing organ. I object to the indefinite way in 
which the word reflex is so often used, attempting to classify under 
it various badly understood connections which supposedly may exist 
_between various diverse parts of the body, especially if pathological 
changes be present in both. It is a great pity if we, in regard to 
this term, sever ourselves from the physiologists, because clinical 
medicine is becoming more scientific and we are required to define 
our terms much more strictly than we have been doing in the past. 

Our knowledge of the nervous system has advanced much within 
the last two or three years. It is quite true it has not altered sub- 
stantially, but it has altered in many details when we consider the 
question of nasal reflexes. For instance, take up a modern textbook 
and look at the origin of the nerves to the nose; we are told that 
the nerves to the respiratory part of the nose come principally from 
Meckel’s ganglion. As a matter of fact no distinct nerve originates 
in Meckel’s ganglion. The fibres which rise in the ganglion join 
the nerves which pass through it from the Vidian or over it from 
the Nucleus Spheno-palatini from the 5th Cranial Nerve. We 
read that the Vidian nerve is formed by the Great Superficial 
Petrosal from the Geniculate ganglion, and by the Deep Petrosal 
from the sympathetic plexus on the Internal Carotid Artery. Such 
a description makes no mention of the branch to the Vidian from the 
Nervus Tympanicus of the Ninth Cranial Nerve, an important 
connection in so far that it shows the close relationship which exists 
between the nerves of the nasal mucous membrane and the Glosso- 
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pharyngeal, and through the Glosso-pharyngeal with the Vagus and 


the lower part of the respiratory tract. 


The principal sensory nerves of the nose come from the Nervus 
Maxillaris of the 5th Cranial Nerve. They pass out in the Nervus 
Spheno-palatini. A few fibres from these nerves end in Meckel’s 
ganglion; a number directly arising in the ganglion join the 
branches of the Nucleus Spheno-palatini and are distributed to blood 
vessels and glands of the nose and soft palate. 

The nerves from Meckel’s ganglion appear to be principally con- 
nected with the vaso-motor system and with the secretory system. 
Some of its connections undoubtedly extend beyond the nose. 
For example, there is one branch that goes from the ganglion to the 
5th Nerve, then either through the Nervus Zygomaticus or through 
the Nervus Ophthalmicus to the Jachrymal gland. There is here a 
clearly defined route by which irritation of the mucous membrane of 
the nose may bring on lachrymal secretion. 

Discussing the physiological aspect of the question I shall limit 
my remarks to the question of how reflexes may affect the respira- 
tory tract. It is quite true, that we are little conscious of the 
activity of nasal reflexes, but I believe they are ever at work, and 
that our cognizance of their activity comes most frequently when, 
from some pathological condition, they are more stimulated than 
usual, and the attention of the higher neurons is brought to the work 
done by the lower neurons. It may be on account of this that so 
little attention has been paid to nasal reflexes. 

Another point is, reflexes of the nose, like all other reflexes, are 
to a large extent independent of the will. At the same time, we can 
to a certain extent influence a nasal reflex and excite its efferent 
fibers. Thus if we have a slight irritation of the nose, discomfort- 
ing but not sufficient to produce the desired sneeze, we can by look- 
ing at a bright light produce that sneeze. Here an additional stim- 
ulus has purposely been added to the nasal stimulus to produce the 
reflex phenomena. So it would appear that additional stimulus to a 
sensory impulse may cause the efferent mechanism to come into 
play. 

What is the physiological significance of nasal reflexes? We 
have sufficient experimental data to give us information on this 
point. If the nasal mucous membrane of a dog or cat be stimulated 
we find there is dilatation of the vessels of the nose, closure of the 
glottis, slowing of the heart’s action, and slowing of respiration. If 
sufficiently strong there may be produced sneezing and coughing. 
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What does this mean? Surely, it indicates that there is here a 
mechanism for the protection of the respiratory passages from 
irritants. 


Last year I presented a paper before this society in which I 
pointed out that we are apt to forget one of the functions of the 
larynx, namely, the protection of the respiratory passages. Corre- 
spondingly, in the nose the nasal reflexes physiologically act to pro- 
tect the respiratory passages. 

Nasal reflex can be produced by a variety of irritants, electrical, 
mechanical, and chemical; but of the three the chemical is the most 
powerful. As Brodie demonstrated, bromine gas held before the 
nose of a dog will produce closure of the glottis. 

Coming to the interesting question of the influence of nasal 
disease on the production of asthma, there can be no doubt that re- 
moval of disease from various parts of the nose has produced benefit 
and temporarily, at least, stopped the paroxysms. But this does 
not prove that the nasal disease is the primary cause of asthma? 
It may be but the secondary or additional stimulus previously re- 
ferred to. If you remove the secondary cause, and give the patient 
a better chance of being benefited, you have accomplished a good 
deal. 

It has often been argued that there are some areas in the respira- 
tory mucous membrane more irritable than others. There is no 
evidence from the nerve supply, or the nerve endings in any par- 
ticular area, to support this view. There is one area in the septum 
which differs from the rest of the septum, namely the so-called nasal 
tubercle. The nasal tubercle is high up on the septum, a little 
towards the middle posterior part. It is a ridge, of thickened 
mucous membrane with numerous glands, and lies in close prox- 
imity to the middle turbinate with which it marks off the olfactory 
part from the purely respiratory part. It has been demonstrated in 
animals that there is a particular area on the septum which, above all 
others, will produce reflex contraction of the bronchial muscles. It 
may be that these two areas coincide; but so far this has not been 
shown. 

In summing up, the important thing, from a clinical point of view, 
is to stop adbnormal reflexes. In animals the most effectual way 
is to use atropine. Chloroform and ether have the same effect. 


Dr. Norvat H. Pierce: I am afraid that I cannot add anything 
that will enlighten the members on this subject. From my own 
clinical experience, I believe that there are very few nasal reflex 
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neuroses. Since the commencement of the paper, 1 have been 
thinking the matter over, and can only recall two instances where 
asthma was really materially aided, in one case by the removal of 
polypi, and rather small ones, and in the other case by correcting 
a deflection of the nasal septum high up. Both of these cases 
occurred more than five years ago; and since that time, I have not 
met with a case in which the asthma has been in any way due to in- 
tranasal disease, so far as I could ascertain. 


Nothing has been said about the sexual area of the nose. I 
thought surely that phase of the subject would be discussed. There 
was one case referred to me about a year ago, the patient being a 
doctor’s wife, who had dysmenorrhea, and was a highly neurotic 
woman, hysterical. I tried an experiment, after having been as- 
sured that it was the last hope of curing her dysmenorrhea. I tried 
the experiment of assuring her I found indubitable evidence of nasal 
disease, and that, in all probability, this was the cause of her dys- 
menorrhea. She swallowed both the hook and bait, and was only 
too glad when I cauterized the posterior portion of her septum on 
both sides. It was somewhat swollen, somewhat hyperemic, but 
not materially so. Taere was no absolute pressure. But I cauter- 
ized it, and the next menstrual period was infinitely less painful than 
any she had had for a long time. This continued for about three 
months, when she passed from under my benign influence and the 
dysmenorrhea returned. Now, I do not believe that the cauteriza- 
tion of the nasal septum had anything to do with the disappearance 
of the dysmenorrhea, and I believe that the majority of these cases, 
not even excepting asthma, that have been cured by intranasal 
operations, presumably cured, have been cases of hysteria, neuroses, , 
that were benefited by suggestion. Surely, I have never seen, with 
the exception of the two cases of asthma I have mentioned, a well- 
defined case of pronounced reflex neurosis that has been cured by 
any intranasal operation. We have all seen facial neuralgias and 
neuralgias that have been out of the physiological domain, neu- 
ralgias of irradication, cured by drainage of the antrum or by the 
destruction of ethmoidal ‘tissue, drainage of a sphenoid antrum. 
But these are, as Dr. Gradle has said, hardly reflex neuroses. 


Dr. Epwin Pynéuon: There is one point that I did not observe 
the essayist touch upon as a cause of asthma, namely, that condition 
known as posterior hypertrophy of the turbinals. I have seen pro- 
nounced cases of asthma which were promptly and permanently re- 
lieved by the removal of the posterior hypertrophy of a turbinate by 
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the use of the hot snare. All.of us in our experience in the treat- 
ment of hay fever have observed that occasionally cases are 
markedly benefited, or even cured, by the removal at one time of 
a ridge from the septum, as mentioned by one of the speakers, and 
at another time by the removal of polypi or the removal of an 
enlarged turbinate. 


Now, to my mind there is a general principle involved in the re- 
sults which are obtained by different procedures in different cases, 
and it all hinges upon the fact that in hay fever there is always 
impaired ventilation and defective drainage of the attic of the nose. 
I never yet have seen a case of hay fever where during the 
paroxysms there was not an enlarged and boggy condition of the 
middle turbinal, and an occlusion high up of that part of the nose. 
In my opinion, and so far as my observation goes, these cases of hay 
fever can in the interval between attacks be so treated surgically 
as to destroy sufficient tissue, so that even during the process of 
swelling the opposing surfaces do not touch, and by so doing we 
can very materially diminish the tendency to hay fever even if 
we do not cure it. Of course, it is known that in hay fever, there 
is a combination of causes which has been described as a tripod, 
one feature being a defective nose, another being certain conditions 
which have been described as the uric acid diathesis, and still an- 
other, exposure to the exciting cause. If the nose can be put in 
such a physiological condition that air will at all times penetrate all 
parts of the nasal fossae, the sinuses will then be ventilated, and 
there will follow a marked diminuation in the tendency to recur- 
rences of attacks of hay fever. 


As regards asthma, we have a different proposition, though it 
hinges upon the same pathologic condition, and it is this: When- 
ever the attic of the nose is occluded so as to prevent ventilation of 
the sinuses and the evaporation of the nasal secretion in the high 
part of the nose, there is a constant trickling of secretion down the 
fauces to the trachea and bronchi, and it is due to the settling of 
this mucous secretion from the nose that we have an explanation 
of the chief cause of asthma; consequently, in the same way, if the 
nose is so treated that those secretions which are pathologic will 
be diminished, and so that the normal secretion of the nose can be 
evaporated, we will do away with the tendency to asthma. You 
will understand I take this ground, when there are hypertrophic 
conditions in the high part of the nose, that by prevention of the 
evaporation of the nasal secretion there is a certain amount of thick- 
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ening and decomposition, so that the secretion becomes irritating. 
There is also another feature to be remembered, and that is, when 
the mucous membrane or tissues in the nose become chronically 
hypertrophic, they cease to throw out sero-mucous secretion of the 
same character as is normal, and consequently, being of a different 
character, it is not so easily evaporated and is in fact from the start 
a thickened and diseased secretion from a diseased and abnormal 
mucous membrane. 

Dr. Geo. E. SHampaucu: No rhinologist to-day can look 
through the literature which appeared in the eighties and nineties on 
the subject of nasal reflexes without being astonished at the extent 
to which many of the rhinologists at that time allowed themselves 
to go in attributing to nasal reflexes all sorts of neuroses. The. - 
literature of this period teaches the important lesson that the sub- 
ject of nasal reflex is one which we must study with caution. 


If we stop and analyze the methods by which the diagnosis of a 
nasal reflex is established. we can readily appreciate how errors in 
diagnosis may occur. 


In the first place, the method of making a diagnosis of nasal re- 
flex by the use of a nasal probe is apt to lead to an error in diagnosis. 
The theory of this method is that if so-called sensitive areas in the 
nasal mucous membrane are touched with a probe the reflex trouble 
will be started. As a matter of fact, persons suffering from a 
supposed nasal reflex are usually of a highly neurotic type, and it is 
very easy to understand how the irritation of a membrane as sensi- 
tive as the mucous membrane of the nose would act to produce an 
attack of the particular nervous trouble from which the patient 
might be suffering without the nasal membrane being at all re- 
sponsible for the cause of the trouble. 

Again, the method of diagnosing a nasal reflex by the use of 
cocain is open to error. This method is based on the theory that 
if a person is suffering from a nasal reflex the cocainization of the 
particular sensitive area in the nose will stop temporarily the reflex 
trouble. The temporary cessation of a nervous trouble following 
the application of cocain to the nasal membrane cannot be consid- 
ered conclusive evidence that this trouble was of nasal origin, since 
water applied in the same way has been known to produce the same 
result. Such cases are particularly susceptible to suggestion of 
this sort. 

Another method of making a diagnosis of nasal reflex is by 
operating on the supposed cause of the trouble in the nose. The 
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relief of the trouble is held to be conclusive evidence that the nose 
was the cause. 


Such reasoning is here again seriously at fault, and has often led 
to unnecessary operations. The examination of any nose will dis- 
close anatomical variations such as slight spurs of the septum which 
the enthusiast is likely to interpret as the cause of the reflex trouble 
and to remove by operation. The same error is frequently made of 
attributing to these harmless anatomical variations in the nose the 
cause of nasal or pharyngeal catarrh, and even any or all the mani- 
festations of chronic middle catarrh and the patient subjected to 
intra-nasal operation, the only effect of which on the ear trouble 
must be to increase rather than alleviate the condition. 


There is perhaps, no more pernicious error than that of interpret- 
ing the effect of a temporary relief of a nervous symptom follow- 
ing an operation as evidence that these nervous symptoms were 
produced by the part operated upon. The gynecologists, I believe, 
hold the reputation for this sort of reasoning, and every one is 
familiar with the harm done by the enthusiastic gynecologist in his 
operation on the ovary for the relief of nervous conditions. 


A. Specialty, and rhinology is no exception, is a dangerous field 
for the work of an enthusiast or one prone to liave his hobby. In 
the matter of nasal reflexes, the rhinologist must take care lest by 
faulty reasoning he may be led to false conclusions. 

Dr. G. P. HEAD: Dr. Wilson in his remarks referred to the cases 
reported by Francis. I noticed in a paper read before the British 
Medical Association last year by MacDonald, that he reported a 
large number of cases of asthma cured in the same way, and pre- 
dicted that that would be the way in the future in which the gen- 
eral practitioner would cure cases of asthma, i. e., the cauterization 
of the particular area spoken of by Dr. Wilson, namely, that point 
on the septum which is opposite the anterior extremity of the middle 
turbinal. The suggestion was made that disturbance of this area is 
not necessarily the cause of asthma or of other reflex neuroses, but 
that it is a particularly impressionable area in the system, and one 
which is easily reached. There may be other areas which we can not 
get at so easily, but which if operated upon might relieve the symp- 
toms or the reflex neurosis just as effectively as cauterization of this 
particular area. But this is a convenient place to reach and many 
cases can be relieved by touching it. The whole system is so bal- 
anced in some individuals that a considerable, error in one organ or 
very slight errors in several, will throw it out of balance and cause 
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trouble which we ordinarily speak of as a neurosis. If we correct 
any one of the things causing this, we enable the system to resume 
its balance and prevent those explosions which occur in the form of 
neuroses. It is the last straw that breaks the camel’s back, and a 
very slight nasal abnormality may be the last straw when the system 
is carrying all it can in defects of other organs. 


We certainly know that in the nose we have areas which are very 
sensitive, and we know that a person who is not breathing satisfac- 
torily through the nose has one factor at work in destroying nerve 
balance. If we can correct this condition we do a good deal 
towards correcting the neuroses that have been mentioned, and that 
is the idea with which I think most of us work in the nose. We 
commonly say to a patient with a bad condition of the nose, “I do 
not know that this will cure your disease at all; I know one thing, 
it will improve your general condition ; it puts one organ in a normal 
condition, and if the operation tends to that result it will help you 
in that way. It will do you good in a.general way.” 


I noticed a recent article, not alluded to by Dr. Gradle, in one of 
the St. Paul journals, in which the writer reports a number ot cases 
of tinnitus aurium relieved by cauterization of the middle turbinal, 
a point which most of us in recent years have been chary in touch- 
ing with cautery. In view of the connection between the various 
parts of the body, we can readily see how such a cauterization might 
influence a disturbance in the ear. The point I have gathered from 
the discussions on nasal reflexes is that we have in the nose an area, 
on which it is easier to make an impression than on other areas of 
the body. 


Dr. T. Metvitte Harpre: I shall not attempt to discuss Dr. 
Gradle’s excellent paper, except to refer to a point raised by Dr. 
Pierce who is, I think, the only member of the society who has given 
his experience with reference to asthma and its cure by the removal 
of pathological conditions in the nose. I merely wish to say that 
my experience is altogether different from his, and I remember at 
this time half a dozen cases of children to whom the suggestion of 
cure of .asthma by operation could not: be made, but in whom the 
asthma has altogether disappeared, after the removal of adenoid 
vegetations. I remember distinctly three children in one family, 
all of whom had.asthma practically from the time of their birth 
until the removal of adenoid vegetations, and after this the asthmatic 
symptoms did not recur. 


‘ 
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Dr. Joun Epwin Ruopes: As laryngologists and rhinologists 
we ought to be exceedingly conservative in the use of the term nasal 
reflexes. This is largely a speculative field. When we come to 
critically study all of the cases that are reported we can arrive at no 
other conclusion. 


Although the subject has been brought up by members of our 
profession many times, and it has been thoroughly studied, a critical 
discussion is always profitable. As Dr. Gradle has said, altho a 
great deal has been written on it, the speculative character of the 
subject is still evident, and this is evidenced very plainly in con- © 
sidering the conditions in asthma. 


A good many of us have treated asthmatic cases by intranasal 
operations, the removal of polypi or cauterizations of particuiar 
areas, with fairly satisfactory results; but in other similar cases we 
have not been so fortunate; have been unable to relieve the distress 
at all. We should consider the physiological points that Dr. Wilson 
brought out, and chief among them the question as to what con- 
stitutes a “nasal reflex.” 


In a discussion of this kind we are apt to stray far from the 
precise conditions. Nasal reflex means that we have an afferent 
sensory nerve; a central area in the cerebro-spinal center probably ; 
and an efferent motor nerve. 

Hay fever cannot be classed among those evils resulting from 
nasal reflex, alone. In hay fever we have other elements to con- 
tend with quite as important as the reflex, if not much more so. 
We have stimulus to the nerve endings in the nasal cavity; the in- 
citing elements in the atmosphere, pollen ; a neurotic condition in the 
patient ; the psychic condition under which the patient lives, works, 
etc. 

There are, no doubt, some abnormal conditions that are of dis- 
tinctly nasal reflex origin. We all of us know we get nasal re- 
flexes from irritation of the nasal mucous membrane, whether it be 
from growths, or by the use of a probe, or otherwise. We have 
coughing and sneezing and spasms of the glottis, and asthmatic 
seizures from nasal reflexes; but that most of these are purely 
physiological conditions has been shown by Dr. Wilson, and we 
cannot but agree with him. Taking all this into consideration, it is 
a pretty well established fact that asthma is sometimes a nasal re- 
flex, but that it can be relieved by any fixed nasal operation, would 
seem to be doubtful, considering the fact that Francis reported 402 
cases of asthma which he treated by cauterization of the upper 
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anterior portion of the nasal septum, claiming to have relieved or 
cured all but eight of these; while another authority, equally good, 
declares that he has cured asthma by cauterizing the anterior end 
of the inferior turbinated body; and other cases have been cured 
by the removal of polypi, exostosis, or other obstructions. There 
would seem then, to be no distinctive area, so far as we can discover 
from comparing the cases reported, which can be definitely pointed 
out as the focusing spot to be treated for the cure of asthma. 

It has been said that with nasal reflex as a starting point, almost 
anything can be reasoned out. The same may be said of other 
reflexes. I need but to mention those claimed by some gynecolo- 
gists and ophthalmologjsts. That we are apt to stray very far from 
proven facts in discussions of this topic, is because the positive 
proofs are so few. We must agree with Dr. Shambaugh as to the 
amount of speculation that hampers us. The methods we employ 
are tentative, and they do not really prove much after all. Many 
of us have had cases similar to those reported by Dr. Pierce. Such 
a one was referred to me not long ago. The patient, a young 
woman, had suffered from dysmenorrhea for several years. During 
one of her menstrual periods the attending physician went to the 
house and applied cocaine to the anterior portion of the nasal 
septum. This relieved the dysmenorrhea promptly. He subse- 
quently sent the case to me for cauterization of these nasal areas, 
which I did, but do not know how permanent the results may be. 
She was much better for a time, but I doubt very much if we can 
expect a permanent cure from such a procedure in many cases of the 
kind. The nervous condition of the patient must be considered as 
an important factor in these cases. I have in mind a reported case 
of epilepsy that was cured by the removal of a spur from the sep- 
tum ; and that it was the cause of the epileptic attacks seems to have 
been proven by the fact that a plug having been put in the nose to 
prevent hemorrhage, the swelling of the plug brought on epileptic 
attacks, from which the patient was a sufferer. Following the re- 
moval of the plug there was a cessation of the attacks and at last re- 
ports the removal of the spur had brought about a relief from the 
epilepsy as the attacks had not returned. Such cases, in my opinion, 
however, are purely speculative, and do not increase our knowledge 
of facts very much. : 

The scientific aspect given to these discussions by Dr. Wilson and 
Dr. Gradle should certainly be of great service to us and especially 
the point emphasized :—that we can often remove one of the causes 
of the explosion in asthma by performing intranasal operations. 
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Dr. George PAautt Manrguis: I simply want to emphasize the 
point that we should not attempt to ascribe everything directly to 
nasal reflexes, but we should differentiate between nasal reflex 
proper and mechanical irritation. There are a great many such 
cases as have been cited this evening. For instance, we know that 
patients with asthma have been benefited very materially after the 
removal of adenoids, the removal of hypertrophies of the posterior 
ends of. the inferior turbinate, or after the removal of polypi. But 
in those cases we always have a mechanical irritation due to the 
secretion of these hypertrophied posterior ends, these polypi, or 
from the adenoids, which we all know secrete very profusely, and 
the mechanical irritation of this secretion in the pharynx over the 
epiglottis, sometimes irritates the larynx itself, bringing on spasms 
or attacks which, if not caused directly by it, result from an in- 
creased or aroused predisposition to such diseases as asthma. Other 
instances are those of mechanical pressure in the nose due to devia- 
tions of the septum, to spurs or hypertrophies. I have seen a 
number of cases of constant headache where the patients have been 
relieved simply by straightening a deflected septum, where it pressed 
on the middle turbinated bone. This was not a nasal reflex, but 
direct pressure. -On the other hand, we see cases where a reflex 
condition, pure and simple, occurs. I remember the case of a child 
I operated upon last winter. The child had frequent convulsions. 
I made a diagnosis of adenoids in the vault of the pharynx, and after 
their removal the convulsions did not recur. I do not see how 
those cases can be explained on the ground of pressure. There are 
many cases which we ascribe to reflexes, but which I think can be 
explained on the ground of direct mechanical pressure. We should 
not ascribe everything to a nasal reflex, when in many cases the 
cause may be traced directly to other sources. 

Dr. J. Horincer: With regard to Dr. Gradle’s remarks con- 
cerning affections of the heart in connection with the nose, I wish 
to say that I recently read a paper before the Mississippi Valley 
Medical Association on “General Blood Poisoning Emanating from 
the Nose.” I reported cases, where general rheumatism was cured 
by operative procedures in the nose, especially on the frontal sinus. 
To me it appears quite possible that certain heart lesions are 
metastases from affections of the nose, as was proven long ago from 
septic processes in the tonsil. May not heart lesions have a similar 
explanation as a form of general blood poisoning from the nose? 

The most pronounced case in this line was an old man who was 
not neurotic, but who had rheumatism in all parts of the body for 
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years and years. He consulted me, and I removed polypi from the 
anterior part of the nose, after which he stated distinctly that he was 
free from rheumatism. The rheumatism, however, returned after 
a few months, and disappeared again after I had removed another 
series of polypi. Finally, his rheumatism was permanently cured 
after the frontal sinus was opened, and pieces of necrotic bone were 
removed. There can be no question as to cause and effect in this 
case. It was simply a general blood poisoning from the affection 
of the frontal sinus, and the rheumatism was nothing more than a 
slight sepsis. So I think a line must be drawn between real reflex 
from the nose and general septic conditions with metastases in 
different organs, and entire exclusion of the nervous tracts. I 
doubt, however, whether a differential diagnosis is always possible 
and so they explain to me a part of the speculations on nasal 
reflexes. 

Dr. A. H. Anprews: It is evident, after listening to this dis- 
cussion, that it is exceedingly difficult always to trace the relation 
between cause and effect. I think there is little doubt but that some 
of the effects which we see are due, as Dr. Head suggests, to the 
disturbance of nervous equilibrium caused by intranasal conditions. 


The question of dysmenorrhea has been discussed. I had some 
experience in the treatment of perhaps half a dozen cases of that 
kind which were referred to me by a gynecologist. Three or four 
of them I have been able to watch. In three the dysmenorrhea has 
returned, although it was said to have been greatly relieved shortly 
after cauterization of the nose. In one patient, whose nose was 
cauterized over two years ago (I cannot give the exact date), the 
dysmenorrhea has not returned, but that of itself does not prove 
anything, because dysmenorrhea disappears apparently of itself 
sometimes. 

With regard to the psychic effect of the application of cocaine 
to the nose, I would say that in three of these cases we applied a 
pledget of cotton, saturated with water first, to see what effect it 
would have, and got absolutely no effect upon the pain. The ex- 
periment was made while the patient claimed to be suffering severe 
pain, and within an hour afterward applications of cocaine were 
made and the pain was relieved. I have no data, but my recollec- 
tion is that relief was afforded in ten or fifteen minutes. Again, we 
must remember that we are not alone in wrestling with these reflex 
cases. Gynecologists, as has been said, have removed ovaries for 
certain disturbances of the nervous system. We know very well 


SOCIETY PROCEEDINGS. 969 


that the orificial surgeon—I am tempted to call him the rectologist 
—stretches the rectum, removes pockets from the rectum, and from 
his reports he gets better results than we dare report to-night. The 
specialist—I do not know what to call him, as I do not know to what 
class he belongs—circumcises people for hay fever and for asthma, 
as well as for various other disturbances which have been some- 
times attributed to nasal conditions, and obtains results which are 
said to be quite satisfactory. So we must remember that we are not 
the only ones, and we must leave something for the other man to do 
in the treat:nent of these cases. 


Dr. Josep C. Beck: I would like to report a case in connec- 
‘tion with this discussion which Dr. Gradle has had the privilege of 

seeing. It is a cu» of angioneurotic edema, the patient having 
periodical swelling of the cheek in the region close to the parotid 
gland, and associated with it is a rhinorrhea. Examination of the 
nose between attacks discloses it to be absolutely normal. The 
swelling is preceded by a sneezing fit, and then there is edema or 
closure of both nostrils, but more particularly on the side where the 
swelling o¢gcurs on the face. This swelling lasts for twenty-four 
hours after which the nasal passages become clear and the swelling 
goes down. 

Dr. Gradle has seen the case and concurs in the diagnosis of 
angioneurotic edema, and the nose very likely has nothing to do 
with the swelling. 1 tried to find sensitive spots on the septum; I 
cauterized the septum at various times without any effect whatso- 
ever, and I believe, with those gentlemen who have so expressed 
themselves, that the nose plays very little part in the pathological 
condition, particularly as regards heart lesions and rheumatic 
affections. 


Fibroma of the Tonsil—By Epwin Pyncnon, M.D. 


Dr. Epwin Pyncuon: I have taken the privilege of bringing 
here to-night a patient whose case is of sufficient interest to warrant 
me in presenting him. It is a case in which there was a condition 
of marked hypertrophy of one tonsil only. He is thirty-one years 
of age, and in good general health. He came to me with the fol- 
lowing history: His health up to eight years ago was perfect, with 
the exception of his having had the usual ills of childhood at the age 
of six. Otherwise he remained in good health until he was twenty- 
three years old, at which time he had an attack of tonsilitis or quinsy, 
which was so violent that it confined him to the house for approxi- 
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mately five weeks. After the subsidence of the quinsy, there was 
no decrease in the size of the tonsil. It remained large. At the 
time I examined him the picture was very peculiar. Beginning in 
the median line, from the uvula, the tonsil on the enlarged side went 
down with a simple curve like this (indicating) ; while on the other 
side the faucial curve was normal, the two pillars being free, with 
a recess between them, containing a small tonsil which might be 
called normal. At the time of the attack of quinsy only one side 
was affected. 


Of course, the’ first question that would occur to anyone in look- 
ing at a unilateral enlargement like that would be whether or not 
it was of a malignant nature. In the history of the case as given by 
the patient he states that there has been no malignancy in the family, 
and that his tonsil had remained in the present condition, in statu 
quo, for eight years. During the interval the patient’s health was 
perfect, with the exception of two or three slight attacks of sore 
throat or follicular tonsillitis. Within these eight years he had 
served three years in the army, during which time he did not lose 
a single day on account of impaired health. He had also served in 
the militia. During these eight years he was examined by different 
army surgeons, five of whom endorsed the propriety of removing 
the tonsil, but all of whom declined to do so, apparently on account 
of the fear of hemorrhage. At the time I examined him the an- 
terior pillar was tremendously enlarged, and the tonsil on that side 
had the appearance of being almost the size of a pullet’s egg. In 
the center of the tonsil there was an aggregation of four or five 
large follicles, which looked like a chronic lacunar tonsillitis. 


I decided to remove the tonsil, and of course my method of elec-, 
tion was “cautery dissection,” believing it to be the safest method in 
any case where there is a fibrous condition or danger of hemorrhage. 
I began the op ‘ation, clearing out the supra-tonsillar fossa per- 
fectly, and peeled the tonsil down towards its base. As I proceeded 
T found the mass was so large that it fell over on the other side, 
so as to gag the patient considerably. There was not much 
hemorrhage, although there was present a large amount of frothy 
saliva. The operation, from start to finish, occupied considerable 
time, owing to the desire on part of the patient to rest two or three 
times, and partly on account of my having other patients to attend 
to. Eventually, I had the tonsil pretty well loosened though I will 
say, on account of having to work in the dark, as I got near the 
median line I scaled out towards the surface rather than go into 
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deep water, so to speak. In this way, I was able to separate the 
upper three-fourths of the tonsil, as you will see when you examine 
the patient, though I eventually completed the operation with a cold 
snare. From the pedicle which I thus cut with the cold snare there 
was a moderate hemorrhage, which lasted ten or fifteen minutes, 
but which was easily arrested by gargling with ice water. The 
only thing I left was the lower part of the tonsil. I usually get all 
of a tonsil when I go after it, but in this case I did not get it all. 1 
contemplate removing the remainder at a later period. As regards 
the character of the tonsil, I do not believe there is anything of a 
malignant nature about it. I consider it of a fibromatous nature 
only. You will understand the magnitude of the operation and the 
difficulty which I encountered when it was nearly removed. 

I will submit the tonsil for your inspection, which fills this entire 
bottle (exhibiting bottle containing tonsil). It weighs a trifle over 
half an ounce. 

During the past sixteen years I have done probably in the neigh- 
borhood of two thousand tonsillectomies in addition to many ton- 
sillotomies. I have removed several tonsils that looked large. 1 
previously removed a tonsil which I thought would weigh half an 
ounce, but it weighed less than two drams. Of all the tonsils I 
have removed or seen during that time, I have never seen such a 
large tonsil as this one. 


Massage: A New Method by Means of Metallic Mercury.—By 
Joserpu C. Becx, M.D.—( Published in full in this issue of 
THE LARYNGOSCOPE, page 913). 


DISCUSSION. 


Dr. Marguis: How often do you give this treatment? 

Dr. Beok: I have given these treatments every other day. The 
treatment is given for about two minutes, then discontinued. At 
least, temporarily, the patients say they are very much relieved, and 
it seems to be better than any other means I have tried, either locally 
or generally. 

Dr. Horineer: Is there any mercurial stain? 

Dr. Beck: Practically nothing to speak of. 

Dr. WiLson: What effect has this treatment on the nerve end- 
ings? 

Dr. Beck: I do not claim any great results, so far as deafness 


is concerned. So far as tests are concerned, there has not been very 
much change in the hearing. 
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Dr. A. H. Anprews: I am not in a position to discuss this 
method of treatment further than to say that there are certain points 
which appeal to me as reasonable, and if Dr. Beck will read a paper 
on the subject in a month or two from now, I think I shall be ready 
to discuss it. [ hope by that time to have had some experience, be- 
cause I am going to experiment with the method. 

Dr. Norvat H. Pierce: I do not think we ought to pass this 
_ method of treatment without further discussion, for it is surely 
novel. It is an innovation, and in these days, when there are really 
very few new things, I believe we should give it our consideration. 


In examining the ear of this patient, I find there is pronounced 
hyperemia along the lang process of the malleus, which I would 
regard as presumptive evidence that the mercury does come in 
contact with the tympanic membrane; therefore, it is a method by 
which we can move the ossicular chain in the tympanic cavity. It 
is probably as nearly effective as Lucae’s feather probe; it has the 
undoubted advantage over Lucae’s feather probe of being com- 
paratively painless, and there is no reason for believing that it is 
less effective. Therefore, we may say that this is an advance and 
an improvement over the well-known method of Lucae of moving 
the ossicular chain. All methods by which pressure alone is made 
on the ossicular chain are less effective than those by which we get 
a drawing action together with the pressure action, because the ex- 
cursions of the tympanic membrane are much less in the inward 
direction than in the outward direction. I should say, therefore, that 
this method is not as effective, when we wish to move the ossicular 
chain to break up adhesions or to move the joints of the ossicles, as 
pneumatic massage. It lacks the effectiveness of Lucae’s method, 
inasmuch as it acts upon the entire tympanic membrane, and we 
know that one of the indications for the use of Lucae’s probe is the 


presence of circumscribed or general atrophic processes in the 
tympanic membrane. 


I believe that Dr. Beck has made a mistake in not endeavoring to 
arrive at a definite diagnosis as to the presence of stapes ankylosis 
in his cases. Unless he does this, I believe it will bring some dis- 
credit upon his method, because when tinnitus aurium is due to 
changes in pressure in the peri-lymph or in the internal ear, due to 
stapes ankylosis in all probability, we can produce no effect on the 
tinnitus by any method of massage. 

I wish to congratulate Dr. Beck, however, upon producing a new 
method of tympanic massage; and while I believe all tympanic mas- 
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sage has a limited sphere of usefulness, yet I believe it is effective 
and cannot be replaced by any other method of treatment, and in- 
asmuch as he has added one more means of producing good effects, 
he has won or should have won our congratulations. 

Dr. Epwin Pyncuon: It has happened to be my pleasant privi- 
lege to be in Dr. Beck’s office two or three times during the past 
two weeks, and I have seen at least half a dozen patients whom he 
was treating during the occasion of my visits, and the invariable 
report of every patient was an improvement of the tinnitus exactly 
as he has stated. This improvement lasted for two or three days, 
at any rate, when additional treatment was required. Of course, 
this method of massage is more efficient upon the ossicles in the 
condition of thickened drum-head than when the drum-head is in 
an atrophied or flaccid condition. 

As regards tinnitus aurium or other affections of the labyrinthine 
region, I believe in ninety-five per cent. of all cases there is a mid- 
dle ear complication, and that this can be benefited. Since Dr. Beck 
has referred frequently to tinnitus aurium, it may be permissible for 
me to say something which, I believe, will be new to most of you. 
It was new to me until a short time ago. 

One of my students, who was at the Eye, Ear, Nose and Throat 
College several years ago, but who is at present located in Birming- 
ham, Alabama, Dr. Thomas H. Brunk, prepared a paper to read be- 
fore the American Academy of Ophthalmology and Oto-Laryn- 
gology at Buffalo, but having had an attack of appendicitis, and 
having been operated upon, he was unable to be present; conse- 
quently, owing to the large amount of business to be transacted, and 
by the rules of the Society, his paper was not read, so the subject- 
matter has not up to the present time been made public. His paper 
deals with the fossa of Rosenmuller. I was charmed, on reading 
the paper, with the report of results which he has obtained in cases 
of tinnitus aurium. His experience is this, that there is often present 
in these middle ear conditions a pathologic condition of the fossa of 
Rosenmuller, in which the bottom of the fossa, so to speak, is filled 
with a sort of adventitious abnormal growth, which is easily de- 
stroyed by curettement, preferably with the finger-nail. He has in 
his experience, which embraces something like fifty cases, had the 
most marked results as regards not only improvement or correc- 
tion of the tinnitus, but also as regards improvement of the tubal 
catarrh and of the middle ear conditions secondary thereto. In his 
paper he emphasizes the fact that authorities have little or nothing 
to say of the fossa of Rosenmuller ; in fact in the textbooks the prin- 
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cipal thing we find is some slight mention of synechiae reaching 
from the Eustachian prominence to the back part of the pharynx, 
whic. are- occasionally observed, and when found, it is considered 
the proper thing to destroy. But nothing is said about the partial 
filling of the fossa of Rosenmuller by a sort of lymphoid’ tissue 
whereby the fossa, instead of being deep, like this (illustrating), is 
simply a slightly hollowed canal or trough. 

I have put into practice the treatment recommended by Dr. Brunk 
in two cases. One patient was a physician, a former assistant of 
mine, and the operation, after proper cocainization, was not at all 
disagreeable to him. I examined him with the rhinoscopic mirror 
and could not see any strings reaching across the fossa. I could 
clearly see the fossae which instead of being rather deep, were shal- 
low. I introduced my right index finger for the right side, and my 
left index finger for the left side, and thus curetted the fossae, and 
he said that he could distinctly hear a noise from the breaking-up 
of the soft tissue. The next day he reported a marked improve- 
ment as regards the sensation of fullness in the ear of which he 
had previously complained, and also an improvement in the tinnitus 
with which he had been formerly annoyed. The other case was 
treated such a short time ago that I have not since heard of the 
result. 

Dr. J. G. Witson: I wonder if Dr. Beck can give us an ex- 
planation of the results from the massage which he has obtained. 

Dr. Beck: In order to prove the motility of the ossicles by this 
method, I made the following experiment: A patient who had a 
history of chronic catarrhal otitis media adhesiva died suddenly of 
cardiac trouble, and the post-mortem was made to ascertain posi- 
tively the cause of death. (In order to give me an opportunity to 
carry out this experiment.) After the brain was removed and 
while being examined by the pathologist, I was given the privilege 
of using the head of the cadaver for my experiments. I chiseled off 
the tegmen tympani, in such a manner as to lay bare the attic and 
ossicles. A thin wire was passed between the malleus and the 
incus, and another at the incudo-stapedial joint. Then thin strips 
of paper covered by a smoked surface such as is used in sphygmo- 
' graphic tracings were placed opposite the wires, which were bent 
slightly at their extremities, where they came in contact with the 
strips of paper. Now, with an apparatus fitting closely into the 
external auditory meatus, which had been filled with two ounces of 
mercury by weight, was so manipulated as to make the mercury 
strike the drum membrane. The result of these impulses is shown 
by the tracings. 
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With reference to the remarks made by Dr. Pierce, who said 
that in examining this patient he noticed redness of the drum mem- 
brane, and on this account it was very likely the mercury struck 
the drum, I wish to say that if you place this instrument in the ear 
and try it on yourself you will distinctly feel a knock or stroke the 
minute it touches the drum. The patient will tell you how it feels. 
It is not unlike a light hammer which strikes the drum membrane. 

As regards Lucae’s probe, he claimed absorption of the pathologic 
conditions present in the ear, and that is what I claim for this 
method, although possibly the pressure by the probe may be more 
direct on the ossicles than this is. How many of you will not agree 
with me that Lucae’s probe is impracticable, owing to its being pain- 
ful to the patient? Of course, you may anesthetize the drum mem- 
brane. But some of my patients, yes, the majority of them, upon 
whom I have tried this treatment have refused to let me do it a 
second time. Therefore, this treatment has this advantage, it mas- 


Sphygmographic Tracing. 


sages the drum membrane; but I am expecting more from the thera- 
peutic use of the nascent mercury applied to the drum membrane 
than possibly from the massage. 

With regard to specifying which cases are most suitable for this 
treatment, I shall certainly differentiate the cases. I have made 
records of the cases, and have differentiated thém, so that I can 
say it is particularly adapted to the adhesive pro“esses following the 
accumulation of fluid, which has dried up, those that are improved 
by inflation and by clearing cut the tympanic cavity, or by proper 
ventilation of the middle ear. I do not mean to imply by recom- 
mending this treatment that I ignore all other treatments, particu- 
larly of the naso-pharynx. I am a thorough believer in the fact 
that the naso-pharynx and Eustachian tube play a part in the treat- 
ment of these cases, and I would not like. to go on record without 
saying that I would try everything in the case of ear troubles, 
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treating the naso-pharynx or the general systemic condition. I have 
brought this method of treatment before you as a possible means of 
relieving cases of tinnitus aurium. It will benefit many of these 
cases, and I ask you all to give it a trial. 

The treatment is beneficial in cases of cerumen which have re- 
sisted the usual method of washing out the ear. I have experi- 
mented repeatedly, allowing the mercury to flow in quite hot. It is 
surprising how the patients tolerate heat in the auditory canal. In 
ceruminal plugs the treatment is of some value, as the mercury finds 
entrance into the small opening between the wall of the external 
auditory canal and the ceruminal plug. 


BOOK REVIEWS. 


The Physician’s Visiting List for 1906. Fifty-fifth year of its publica- 
tion. Leather cover with flap, pencil and pocket. Price $1.00. P. Blakis- 
ton’s Son & Co., Publishers, Philadelphia. 


This visiting list is issued in four weekly sizes, with space for 25, 50, 75 
and 100 names respectively per week; in a monthly edition in which a name 
need be entered only once a month; and in a perpetual edition like the others, 
but undated, with space for 1300 or 2600 names respectively. 

In addition to the visiting list proper, this compact little book is prefaced 
by information on incompatability, the treatment for poisoning, for asphyxia 
and apnoea and by a dose table, based on the new U.S.P. At the end of the 
book there is special space provided for memoranda, addresses, engagements, 
bills and cash account. 
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ADVERTISEMENTS, 


Awarded The Standard Antiseptic Awarded 


GOLD MEDAL . GOLD MEDAL 
Louisiana Louisiana 
Purchase - Purchase 

Exposition. Exposition. 


A non-toxic antiseptic of known and definite power, prepared in a form 
convenient for immediate use, of ready dilution, sightly, pleasant, and suf: 
ficiently powerful for all purposes of asepsis—these are advantages which 
Listerine embodies. 

The success of Listerine is based upon merit, and the best advertise- 
ment of Listerine is—Listerine. 


LISTERINE DERMATIC SOAP 


An oes detergent for use in the antiseptio 
of d of the skin. 


Listerine ‘“Dermatic’’ Soap the essential constituents of eucalyptus 
(1%), mentha, po oli and thyme (ea. ), which enter into the composition of the 
well-known antiseptic preparation, Listerine, while the quality of excellence of the soap- 
stock employed as the vehicle for this mementos, will be readily apparent when used 
upon the most delicate skin, and upon the scalp. 

Listerine “Dermatic” Soap contains no animal fats, and none but the very best Vege- 
table oils: after its manufacture, and before it is “milled” and pressed into cakes, a high 
percentage of an emollient oil is iucorporated with the soay, and the smooth, elastic con- 
dition of the skin secured by using Listerine ““Dermatic’ Svap is largely due the presence 
of this ingredient. Unusual care is exercised in the preparation of Listerine ““Dermatic’’ Soap, 
and as the antiseptic constituents of Listerine are added to the soap, after it has received 
te surplus of unsaponified emollient oil, they retain their peculiar antiseptic virtues and 
ragrance. 


Awarded Al sample of Listerine Dermatic Soap may be had upon Awarded 
GOLD MEDAL application to the manufacturers GOLD MEDAL 


| Lambert Pharmacal Co., Pesciase 


Exposition. Exposition. 
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ADVERTISEMENTS. 


«ilenburys Throat Pastilles 


SOFT, DEMULCENT, PALATABLE. 


The ‘‘Allenbury’s”’ Throat Pastilles have been employed 
with great success for many years, in the treatment of throat 
affections. 

Their basis is a special Pate de Jujube which in itself is 
both soothing and palatable but which at the same time renders 


the local action of the drug incorporated more certain than when 
' ordinary hard lozenges or gargles are used. 


SAMPLES 
and a full list showing formulz sent to medical men on request. 


The ALLEN ¢ HANBURYS CO. Ltd. 


TORONTO, CANADA. ; LONDON. ENGLAND. 
NIAGARA FALLS, N. Y. 


The Purest Hydro-Carbon Oil ever iatraduced, Combined with Benzoin as a base, for 
Medicating the Nose, Throat and Ear, 


ACUTE AND LARYNGITIS. 
CHRONIC PHARYNGITIS 
RHINITIS BRONCHITIS 
OZAENA OTITIS ‘(MEDIA 


AND ABSOLUTELY BLAND AND NON-IRRITATING. 


BENZOINOL with Dr. 0. B. Douglas's Formula BENZOINOL with C ho-Pheni 
Sr. $. $. Bishop’s Formula 
Resorcin ** Oil Cubebs 
list of **  Resorcin comp. Oil Pine Needle 
Plain ee Oi Tar 
** Camphor ** Oil Wintergreen 
“  Carbolic Acid fs **  Salol 
Combinations ‘* Creosote ** Terebene 
ue Eucalyptol pe Thymol 
** Menthol ** lodine and Carbolle Acid 
ledine 


FOR LITERATURE AND SAMPLES ADDRESS 


THE BENZOINOL MFG. CO. 


NEW YORK CITY. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ADVERTISEMENTS. 3 


Dr. T. D. Crothers, Editor Quarterly Journal of Ine- 
briety, writes—“Antikamnia Tablets have become one of the 


standard remedies. We have used them with excellent results 
to quiet the pain following the withdrawal of morphia. We 


have never seen a case of addiction to antikamnia, hence we 
prize it very highly as one of the most valuable remedies for 


diminishing pain without peril.” 


er Ay MADE ONLY 
The Antikamni 
Chemica 
with this Comfort ST. LOUIS, U.S.A. 
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ADVERTISEMENTS, 


Substitute for 
POTASSIUM IODIDE 


9% per cent lodine with Nuclein 
in Organic Combination. 


NUCLEOID 


A perfect substitute for Potassium lodide and other alkaline iodides in 
all their uses. Produces no GASTRO-INTESTINAL DISTURBANCE. 
Tasteless, non-irritating, non-toxic. Average dose 20 grains three times 
a day, in five-grain tablets or powder. increase if necessary. Clinical 
reports and sample sent upon request. 


Dinet & Delfosse Pharmacal Co. 
Manufacturing Chemists 
103 State Street, Chicago, Illinois 


Send for Catalogue No. 23. 


Guarantee of 
Quality. 


We here Illustrate two of our late Electrical Devices for the use 
of Eye. Zar, Nose-and Throat Specialists. 


VICTOR No. 4 AIR COMPRESSOR. VICTOR ELECTRIC AIR HEATER. 


Full Description of the above Apparatus, as well as other New Electrical Instruments, given in our 
latest Catalogue. Send for it. 


VICTOR ELECTRIC CO. = . 55 to 61 Market Street - CHICAGO, ILL. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ADVERTISEMENTS. 5 


Reports from Reports from 
86 Physicians 28 Physicians 
of 326 cases ; of 244 Cases. 
Only Under TREATMEN Under 
PARTIAL | HAY-FEVER 
Control. Control. 

Benefit Positive 45% Benefit Positive 50% 

Benefit Partial 26% 190 4 | | Benefit Partial 27% 

Benefit None 29% Benefit None 21% 


PROPHYLACTIC 


Treatment Assures Greatest Efficacy 
LITERATURE ON REQUEST. 


Fritzche Brothers, 37 Barclay Street, New York. 


YOUR THUMB 


Is the Only Valve with 


The Huston Improved Medicalizer 


This new atomizer can be used successfully 
with oil or aqueous solutions. It has absolutely 
no rubber, no bulbs, no valves, no delicate parts. 


We Guarantee HUSTON’S MEDICALIZER 
to last for Years. 


HUSTON BROTHERS 


Makers of Superior Surgical Instruments, 
ATLAS BLOCK, 


Chicago, 


CATALOGS FREE. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ADVERTISEMENTS. 


THE 
IDEAL CHAIR 
FOR THE 
EYE, 
EAR, 
NOSE 
AND 
THROAT 
SPECIALIST. 


EASILY 
ADJUSTABLE 
TO ANY 
REQUIRED 
POSITION. 


8 and 10 South Fifteenth Street, 


TREATMENT CHAIR No. 1255. 


JOSEPH C. FERGUSON, Jr. 


EYE, EAR, NOSE AND THROAT INSTRUMENTS, 


WRITE 
FOR OUR 
“BULLETIN” 
GIVING 
COMPLETE 
DESCRIPTION. 


PRICES: 
Upholstered, 
$50.00 
Polished 
Cherry or Oak, 
$45.00 
Mahogany, 
$50.00 
Less 10% 
For Cash. 


Philadelphia. 


No physician can afford to be indifferent regarding the accurate filling of ‘his prescription. 
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ADVERTISEMENTS. 


From THE MEYROWITZ LIST 


Actual 
Sizes 
of Blades 


( 


Killian’s Flat-Bladed Forceps. Employed in the sub-mucous septal operation for 
the removal of the thin bony portions. 


Killian’s Mucous Membrane Elevators: for use in the sub-mucous operation for 
septal deflections. Made blunt and semi-sharp. 


Cozzolini Punch Forceps. 


Powerful punch forceps employed in the removal of 
the anterior bony wal! of the antrum in radical opera- 
tions, also used in removing the anterior wall of frontal 


sinus after same has been opened with a chisel. 


‘Circular on Instruments used in 
Sub-Mucous Operations on request. 


Maker of High-Grade Eye, ras Nose and Throat Instruments, 
104 EAST 23d STREET, NEW YORK. 


MINNEAPOLIS, ST. PAUL. PARIS. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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THERMO-THERAPY IN 
RESPIRATORY DISEASES. 


is showing greater possibilities and achieving greater re- 
sults every day. 

Superheated Compressed Air has taken thousands of 
obstinate cases of Catarrhal Deafness out of the Incura- 
ble Class in the last few years. The originator of this 
treatment used a Terry Heater, as have hundreds of 
other successful physicians since. The successes in this 
work have invariably come from Terry Heaters. The 
failures have come from the use of inferior devices. 
Terry Heaters make success possible and the records 
show that they stand alone from the standpoint of clinical 


HEATERS T::ATREAT results. “A Nebulizer of Habits.” 


Terry Thermo-Nebulizers are so different from the old-fashiomefl kind, that it requires a booklet to explain the 
many improvements made at one stroke in their constrution, 

A Nebulizer that supplies warm vapor or ozone at will, and a @@wial cost, is certainly worthy of investigation. 
It has the only aseptic construction; the only back pressure annffMator; the only self-draining devise; the only 
non-cl ble and adjustable spraying-tube and a score of other improvements which make a nebulizer more 
profitable. 


Write for our booklet and study the evolution of nebulizers—from the old-fashioned kind to the Terry—at one 


THE TERRY HEATER COMPANY, (Inc.) 
CLEVELAND, OHIO. DEPARTMENT L. 


"If your druggist doesn’t 


SAMPLE BY MAIL 35 CTS. 


NOSE DRAIN. 
Doctor, Try it! Nasal Dish, 
Nose Drain, 

NO SNIFFING, Ear Drain, 
Solution is drawn gently Pus Dish, 
through the Nose. COMBINED. 
NO IRRITATION, Simple, Efficient, Practical. 


NO CHOKING. 


handle it, NASAL DISH. 


HARRIS NASAL DISH. 


H. L. HARRIS, 


Patented March 3d, 1903. New York, = NY. 


¥ 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ATTENTION! ! ! 
Subscribers to the Laryngoscope. 


To every present subscriber to The 
Laryngoscope who will send us two 
{2] NEW subscriptions, we offer FREE 
an extension for one year of his own 
subscription to this journal. 

Here is an opportunity to aid us in 
increasing the effectiveness of The 
Laryngoscope, and incidentally to se- 
cure free a year’s subscription. 
Address, 

THE LARYNGOSCOPE, 
3858 Westminster Place, St. Louis, Mo. 


Pneumonia 
Bronchitis 


It is an important point in the 
treatment of pneumonia to reduce 


the dyspnea and irritating cough. 


This may be done without in- 
ternal medication and without dis- 
turbing the patient, by the use of 
Vaporized Cresolene. 


Vaporized Cresolene has a 
marked sedative influence on all 
diseases of the respiratory organs 
attended with irritation and a 


spasmodic element. 


Literature on application. 


Vapo-Cresolene Co. 


180 Fulton St., New York. 
288 St. James St., Montreal, Can. 


SPECIAL 


EAR, NOSE and THROAT INSTRUMENTS 


We are the Original Manufacturers of the following Nety Instruments: 
WHITING’S ENCEPHALOSCOPE, KERRISON’S INTRA TYMPANIC FORCEPS, 
ABRAHAM’S MUCUS INSTRUMENTS, RICHARD’S MASTOID CURETTE, 


CHAPPELL’S OPERATING TABLE, HURD’S NASAL SPLINTS. 


Dr, F, Whiting’s 
Mastoid Chisel. 


W. F. Ford & Co., 315 Fifth Avenue, New York 


Send for circulars of the above and other new instruments. 


— | 


Enclose 2c stamp for each instrument ordered 
to cover postage. 


LOCK BOX 49, 


THE IMPROVED INSTANT CUT-OFF 


“The Original” and Only perfect Instant Cut-Off 
on the Market. 
SPECIAL SALE 50 CTS. 


In order to facilitate rapid introduction of this comparatively 


new instrument, we will sell it for 50 cents for the next 


Regular price $1.00. 


THE INSTANT CUT-OFF co., 
GRAND RAPIDS, MICH., U. S. A. 


Mention Tue Laryncoscope. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Rhinoloyical Equipment 


Provides for the best convenience of both 
operator and patient. The well known 
“Pynchon” cabinet, our Style 69, has been 
adapted to the most advanced needs and with 
the Style 7 Chair—an entirely new appliance 
—it forms an ideal combination. 

The above group is merely suggestive and 
will interest you as showing what can be ac- 
complished by careful study and arrangement. 


Our new booklet shows a number of these 
combinations with very interesting special prices, 
Write for a copy to-day. 


W. D. Allison Company 
' 930 N. Alabama Street, 
INDIANAPOLIS, IND. 


New York: 1 Madison Ave. 


Chicago: 35 E. Randolph. 
Boston: Colonial Bldg. 


Philadelphia: 1033 Chestnut 


Glyco-Thymoline in Nasal Catarrh. 


Nasal Catarrh, both acute and chronic, 
frequently serves as the cause of headache, 
The pain is generally one of persistent type 
and classed as congestive. Examination 
in these cases may show suppuration of ac- 
cessory sinuses with marked nasal obstruc- 
tion due to small spurs, deviated septum 
and general hypertrophy. As a rule, these 
obstructions are of little import if the en- 
gored membrane can be readily depleted 
and the local circulatory system restored. 
This can be accomplished by instructing the 
patient in the use of Glyco-Thymoline in a 
25 per cent solution (warm) by means of 
the K. & O. Nasal Douche. The solution 
should be applied at least twice daily until 
the nasal membrane is found to be perfectly 
normal. This measure will give prompt 
relief from the congestive pain and maintain 
the nasal membrane in a healthy condition, 

The following case of J. K. Cantrell, M. 
D., of Alton, Mo., can be cited as typical: 

I suffered for twenty years from nasal 
catarrh and at times experienced the most 
agonizing neuralgic pain of a superior or- 
bital character. Like all other physicians, 
I thought but little of using any remedy 
other than my own until I received the 
sample bottle of Glyco-Thymoline sent me 
by you. It sat in my office for months until 
one of those neuralgic attacks came on, 
and after using my own remedy with little 
or no satisfactory results, 1 commenced the 
use of Glyco-Thymoline and was relieved 
in eight hours ot the neuralgic pain, and I 
am glad to say I am now perfectly free 
from nasal catarrh. 


The Leucodescent Therapeutic Lamp. 


The therapeutic value of the rays of light 
included in the “visible” spectrum, is com- 
ing to be looked upon as an important ad- 
vance in photo-therapeutics. The import- 
ant work of Finsen has been supplemented 
by Freund and others in Europe, but in 
this country the most valuable contribution 
to Light Therapy as demonstrated by Snow 
of New York and many other conservative 
physicians of the country is to be found in 
the intensified (300, 400 and 500 c. p.) rays 
of the Leucodescent Therapeutic Lamp. 
This Lamp is no longer in the experimental 
stage, but is of demonstrated scientific con- 
struction, and, having the above magnified 
candlepower, which is .the result of greater 
amperage than previously employed in in- 
candescent lamps, places the “leucodescent” 
type, physically and clinically, in a class by 
itself. And it does not seem unreasonable 
that the full energy of. the spectrum, the 
combined “chemical,” “luminous” and “ra 
diant-heat” rays, when iniciisified yet kept 
easily under control, should prove of even 
greater practical, therapeutic value, than the 
upper, or “invisible,” portion of the spec- 


trum alone. 
SPEAR-MARSHALL CO. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ADVERTISEMENTS. 11 
Prot. H. Bert. Ellis, President of the California State Medical 
Society, says regarding 
© 
Beta-Eucain Lactate 
(New, 22% Water-Soluble Salt of Eucain.) 
I use a 12% Eucain Lactate solution to anzstethize mucous 
membranes in making diagnoses of nose, throat and ear troubles. 
They do not disturb the circulation or shrink the tissues, so that 
you may see the parts and feel them with the probe in their natural 
condition. For removing portions of the turbinated bodies, I in- 
sert a tampon of cotton saturated with 12% solution, leave it for 5 
minutes, and then replace it with another one for a further 5 min- 
utes. When spurs of the Septum are to be removed, a tampon 
saturated with 1 to 1000 epinephrin solution is put in after the use 
of Eucain, to shrink the tissues. Epinephrin. may also be used in 
combination with Eucain in operating on the middle turbinated 
bodies or the ethmoidal cells. 
—Calitornia State Journal of Medicine, May, 1905. 
Literature from 
SCHERING & GLATZ, New York. 
= 
E Which Speaks for Itself. = 
= OR Doctors, Dentists and Manufacturers 2 
= of Nebulizers where a large quantity of = 
= compressed air is required at all times, usinga 8 
= small amount of water, as a trial will demon- 2 
= strate. Compresses and throws a cool, dry 
= J and pure air at each stroke (3 or 4 strokes = 
= put up the full pressure of city main, showing = 
= pound for pound.) Muddy water does not = 
= affect compressor; will give a fair trial and 
= 
= one year guarantee. Used by doctors and S 
= dentists throughout the United States. = 
= 
= FOR REFERENCES: = 
= 
= Mr. JOS. C. FERGUSON, Jr, OPTICAL AND SURGICAL SUPPLIES = 
= Harrison Building, 8 and 10 $. 15th Street., PHILADELPHIA, = 
= By request, Testimonials of a few Doctors who are using = 
= our Air Compressors. = 
= = 
= 1. X. L. PUMP COMPANY, = 
= Makers and Patentees of |. X. L. Air Compressors, = 
= 1015-1017 Christian St., PHILADELPHIA, = 
PIM MTT 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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SPECIAL---NEW 


FOR SUBMUCOUS RESECTION OF THE NASAL SEPTUM. 


Ballenger’s Mucosa Knife. 


F.ALHARDY CD.CHICALO 
Hajek’s Blunt Elevator. 


F.A.HARDY 8 CO.CHICAGO 
Hajek’s Septum Gouge. 


Freer’s Modified Gruenwald Septum Bone 
Forceps.—Made in Three Sizes. 


Above [nstruments, also the 
well known Freer Septum Knives 
and Elevators are made correctly 
by the original makers 


F. A. HARDY & CO., 


Surgical Instrument Department, L. R. KRATZMUELLER, Manager, 
The Silversmiths Building, 
131-137 Wabash Avenue, = = = = = CHICAGO. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ash Hajek’s Semi-Sharp Elevator. 

Ry 

ble Ballenger’s Swivel Septum Knife.—Made in Two Sizes. 
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ADVERTISEMENTS. 


DE ZENG INSTRUMENTS 


‘The Luminous 


Ophthalmoscope 


F. 


DE ZENG’S LUMINOUS OPHTHALMOSCOPE 


In this new ophthalmoscope which is attracting universal 
attention because of the remarkably clear, wide and beauti- 
ful view it gives by either the direct or indirect method of 
examination, perfection in instrumentation is realized. It 
consists of the latest model of the Loring Ophthalmoscope, 
in combination with the de Zeng Electric Lighting Attach- 
ment. We make it also in the Knapp, May or Morton Oph- 
thalmoscope. You may be able to use it on yout own battery 
or reducer, as the lamps are 5 1-2 volts. 


DE ZENG’S OPHTHALMOMETROSCOPE 


For Examining the Eve and Measuring its Retraction Oph- 
thalmoscopically. 


This Instrument consists of the De Zeng Luminous Oph- 
thalmoscope with the addition of an illuminated test object of 
multiple radiating lines, so arranged as to be projected and 
focused upon the retina. 

This Instrument gives a brilliant illumination and wide 
field of view, which is wholly unobstructed when the test 
object is thrown out of focus. It also furnishes an exact ob- 
jective test of great value, because by reason of the absolute 
independence existing between the means employed for 
focusing the test object on the retina and those provided for 
viewing it there, the element of inaccuracy, due to the un- 
known state of the observer’s accommodation, is wholly 
eliminated. 


DE ZENG’S LUMINOUS RETINOSCOPE 


Of the various methods for estimating the refraction of the 
eye objectively Retinoscopy is by far the most practical and 
accurate. 

As the science of Retinoscopy is based upon the study of 
the fundus reflex, hght is the all-important factor in produc- 
ing the phenomena from which the deductions are made. 

Tn the lL i s Reti which consists of the Thor- 

ington Plane Mirror Retinoscope in combination with the de 
Zeng Electric Lighting Attachment the ideal Retinoscope is 
obtained. 

The bright and beautiful reflex which this Retinoscope 
presents to view, justly places it in the foremost position 
among all of the instruments used in the practice of Retinc 
scopy. It gives the exact character and amount of the re- 
fractive error in a moment and does not fatigue or annoy the 
patient. 


For Descriptive Literature, Prices, Etc., Please Address, 


The Luminous Retinoscope 


A. HARDY & COMPANY, 


EXCLUSIVE AGENTS, 


Pittsburg to the Rocky Mountains Canada to the Gulf, 


Branches : Branches : 


Atlanta, Ga. 


CHICAGO, ILL, Denver, Col. 


London, Eng. Paris, France. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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A Natural 
Galactagogue 


Prescribed where nourishment 
in nursing mothers is scanty or of 
too poor quality for baby’s needs, 


proves a highly efficient galac- 
tagogue, supplying the neces- 
sary nutriment to the mother. 
Throughout the entire course of 
pregnancy and lactation, Pabst 
Extract is of decided benefit to 
both parent and child. The 
large percentage of proteids, 
phosphates and digestive fer- 
ments of malt with proper 
amount of carbohydrates as 
contained in Pabst Extract, 


uable aid to the profession. 


Pabst Extract Laboratory 
Milwaukee, Wis. 


> 


-'The most 


makes this preparation an inval-’ 


reliable 
malt tonic 1s i 


Panst 
Extrad 


because of its 
superior , 
quality and 
method of 
preparation. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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